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Barbiturate group 


Through proper selection of the drug, dose, and route of administration, almost any 


degree of central nervous system depression, from light sedation to deep hypnosis, may 


be obtained with Lilly barbiturates. In order of increasing duration of action, Lilly 
barbiturates are listed as follows: 


Short sheling « SECONAL SODIUM’ (Sodium Propyl-methy!-carbiny! Ally! Barbiturote, Lilly) 


e Moderate Duration SODIUM AMYTAL’ (Sodium |so-amy! Ethy! Borbiturate, Lilly} 
Longer viheling AMYTAL’ (iso-amy! Ethy! Barbituric Acid, Lilly) 


LILLY AND COMPANY, 


INDIANAPOLIS 6, INDIANA, U. S. 
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THESE are busy times for the man of medicine. 
Deployment of millions of men long in the public 
service, adjustment of countless dislocations emanat- 
ing from the war, re-establishment of normal social 
and economic structures, all have their effect on the 
health of the people. Harassed by the demands of an 
avid public, the physician, in the interest of good 
citizenship if for no other reason, labors throughout 
the day and much of the night, longingly hoping for 
the day when the return of more of his colleagues to 
civilian practice will give him a small measure of relief. 


A picture of The Good Samaritan provided the inspiration that 


Neither are these easy times for the manufacture! 


of drugs and medicines. Shortages of raw materials 
readjustment from war to peace, new allocations 0! 
personnel, all have added to the burden. Perhaps it 's 
all for the better. New responsibilities bring new op: 
portunities for service, the most gratifying element 0! 
all business operations. Eli Lilly and Company, with (he 
support and co-operation of the physicians and phat 
macists whom it serves, will continue to make sud 


stantial contribution to medical care with particuldt 
emphasis on both fundamental and applied researc! 


eventually led to the founding of Efi Lilly 
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Luzier Cosmetics and Allergy 


Women use cosmetics because they have developed a need 
for them: they are essential to modern standards of good- 
grooming and therefore contribute to a sense of well-being. 
Your patient’s appearance, viewed cosmetically, is a factor 
that deserves your consideration both during hospitalization 
and convalescence. Cosmetics cannot lift faces, but they cer- 
tainly perform wonders when it comes to lifting a woman’s spirits. Women 
have an instinctive desire to look pretty and to smell sweet. 


Since cosmetics are so universally used it is not to be wondered that 
they sometimes figure in the field of allergy. That is why when there is a 
history of allergy we suggest that patch tests be made with those of our 
products the subject is using or contemplates using. If they test positive, 
further testing with their constituents is indicated to determine the offending 
agents. These found, we frequently can modify our formulas to suit the 
subject’s requirements. The patch test is generally considered best for 
testing cosmetics because it most closely approximates the conditions under 
which they are normally used. 


While our products are free from so-called common cosmetic allergens, 
such as orris root and rice starch, we feel it should be made clear that 
any of their normally innocuous ingredients might be allergenic to the 
allergic individual. It is our practice to write our patrons a letter to this 
effect when a history of allergy is involved. 


It is our experience that many persons with allergic constitutions 
cannot tolerate scented cosmetics; therefore we routinely recommend and 
select unscented products when there is a history or suspicion of allergy. 
This practice is not to imply or suggest that the subject is sensitized to 
perfume; it is solely to safeguard against the possibility. 


In specific cases of allergy or suspected allergy, when the subject is 
using or contemplates using our products, we are pleased on his request to 
send her doctor the involved raw materials for patch testing, also such 
information concerning our products as may have a bearing on the case. 


_ Since in the light of present knowledge it is not possible, save in 
specific cases, to make non-allergenic cosmetics, we believe the cosmetic 
requirements of the allergic individual should be considered by her doctor 
in the light of the formulas and general characteristics of the products 
she is using or contemplates using. 


Luzier's, Inc., Makers of Fine Cosmetics & Perfumes 


KANSAS CITY, MISSOURI 
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Proved aids in the control 
of industrial skin irritation... 


Barrier Protection creams and lotions 
for the worker’s skin.... 


Throughout industry, wherever irritating substances present 
hazards to the health of the worker’s skin, Fend Produces 
are adjuncts of proved utility in the control of dermatius 
Cleanliness of the skin is the first requisite in any contro! 
program—Fend creams or lotions applied to the clear 
skin, before each working period, create a physical barrie: 
to irritants, and by preventing contact of these substances 
with the skin reduce greatly the dangers of inflammation, 
soreness and infection. 


tine the Fend Products—each designed to 
Fend Group of indus- 
trial protective creams protect against a specific group O 
and lotions—serving harmful substances—are carefully 


throughout Industry to compounded, bland and emollient 

protect skin fromharm- = the skin, easily applied and 

quickly removed at work’s end with 
mild soap and warm water. 


Write for your copy of the informative Fend Brochure, containing an in- 

teresting discussion of industrial dermatitis and its control, detailing 
the complete Fend line, and including a comprehensive list of irritants against 
which Fend Products afford protection. 


MINE SAFETY APPLIANCES COMPANY 


BRADDOCK, THOMAS AND MEADE STREETS : PITTSBURGH 8, PA. 
District Representatives in Principal Cities 


In Canada: MINE SAFETY APPLIANCES COMPANY OF CANADA, LIMITED 


HEADQUARTERS, TORONTO, CANADA 
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“HOW GOOD IS THE GOOD EARTH 


rw \ccording to the report of a recent and very significant in- 
atitis vestigation conducted by the U.S. Plant, Soil and Nutrition 
— Laboratory at Cornell University, cereals and fruits vary as 
eee much as from 100 to 600° in vitamin content, depending 
ances upon the species, and the soil in which they are grown. 
Siok 


ich variations, it was pointed out, obviously can make a 
difference between optimum and inadequate vitamin supply. 


We cannot expect foodstuffs to carry a vitamin pedigree 


ttached to them. Then too, since there are also many 


nstances wherein failure to receive even adequate daily 


mounts of the important vitamins is due to dietary vagaries, 
anorexia, or just plain carelessness or indifference, it may 
be necessary in some cases to prescribe vitamin supplements AB BOTT 
‘sa protection against the avoidable as well as the unavoid- 
le variations in dietary intake. @ For those cases in which 
beritical deficiencies are known or suspected to exist, many VITAMI N 
physicians order a dependable vitamin preparation. Why not 
'Y specify Abbott and insure that your patients receive vita- PRODUCTS 
oil preparations that do carry a “‘pedigree” of purity and 


potency? Appott Laporatories, NortH Cuicaco, ILLINots. 
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The Why and Wherefore of 
“The Mild-Soap Diet” 


Complexion beauty depends upon a clean, smooth skin. his has 
long been accepted as a fact by dermatologists. 

For years, many have recommended, as beneficial to most women’s 
complexions, regular twice-a-day cleansing with a mild soap. 

That is why Camay urges women to try the simple program of 
skin care that we call “The Mild-Soap Diet.” 


What is the Camay Mild-Soap Diet? 


The Mild-Soap Diet with Camay ts a twice-a-day routine of com- 
plexion care that assures regular, proper cleansing with a truly mild 
soap. And Camay is truly and demonstrably mild. 


Clinical Proof of Camay’s Mildness 


Competent dermatologists have supervised recent studies—under 
exact clinical conditions—which proved the gentle effectiveness of 
Camay cleansing on the skins of over 100 women. Examination re- 
vealed that a change from former cleansing methods to the Camay 
Mild-Soap Diet was beneficial in a very high percentage of cases. 
The attending dermatologists issued the statement that “Camay ts 
really mild ...it cleansed without irritation.” 


* * * 


You may have samples of Camay for your personal or office use and 
for your observation. Please address your request to Procter and 
Gamble, Cincinnati, Ohio. 


CAMAY 


A product of Procter and Gamble 
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e In determining the progress of penicillin therapy, inhibitory 
concentratio penicillin in the blood and other body fluids 
may ent satisfactory culture of infecting organisms. But 

ICILLUINASE SCHENLEY will inactivate the penicillin in an hour's 
time. Penicillin-sensitive bacteria can then grow and a depend- 
able bacteriologic evaluation be made. 


@ PeNiciitinase SCHENLEY is HOw produced in quantities sufficient 


to supply the needs of all medical laboratories. 


@ It is the latest product of Schenley Laboratories’ research 
program, which to date has borne fruit in superior penicillin 
and penicillin products. 


SCHENLEY LABORATORIES, INC. 


Producers of Penicillin Schenley e« Schenley Pharmaceuticals 
Executive Offices: 350 Fifth Avenue, N. Y. C. 
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MAPHARSEN, now entering its thirteenth year of 

active clinical use, has assumed a leading role among 

arsenical antisyphilitics. More than 150,000,000 doses 

of MAPHARSEN have been used clinically during the past five years with a minimum 
of reaction and maximum of therapeutic effect. 


United States Navy records’ consistently show the relatively low toxicity of MAPHARSEN, 
Over the ten-year period, 1935-1944 inclusive, Navy reports indicate one fatality for 
every 167,826 injections of MAPHARSEN. Compare this to the Navy reports on neo- 
arsphenamine for the same period which show one fatality in every 28,463 injections. 


MAPHARSEN (meta-amino-para-hydroxyphenyl arsine oxide (arsenoxide) hydro- 
chloride) offers another great advantage in that its solution does not become more 
toxic on standing, nor does agitation or exposure to air increase its toxicity. Stokes’ 
states that no loss of efficacy or increase in toxicity result when the solution is allowed 
to stand for several hours exposed to the air. Therefore, haste need not be made in 
preparation of the solution for injection. 


1U.S. Nav. M. Bull. 45:783, 1945, and previous 
annual Novy reports. 

2 Stokes, J.H., Beerman, H. and Ingraham, N2.; 
Modern Clinical Syphilology, ed. 3, Philadel- 
phia, W.B. Saunders Company, 1945, pp. 359, 
300. 
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FOR THE COSMETIC-SENSITIVE PATIENT 


Not just when pollens fly...is the cosmetic-sensitive patient a 
victim of allergic symptoms. Fortunately, for her, however, 
(unlike the hay fever sufferer) there need be no “season” at all, 
if her physician recommends the use of ALMAY HYPOAL- 
LERGENIC COSMETICS. ¢ Many years of painstaking, 
imaginative research and experimentation have been devoted 

to the formulation of Almay cosmetics (including a full line 

of cold cream, astringent, hand cream, mascara, soap, etc., 

in addition to lipstick, face powder and rouge )—to render 
them cosmetically elegant...dermatologically desirable 
...and hypoallergenically adequate because of a rigid 
screening of all common sensitizing agents. e Raw 
Material and Clinical Testing Sets... and a service fea- 

turing the development of “individualized” cosmetics 

for the hyperallergic patient are available to physi- 

cians confronted with unusually difficult cases. 


A ALMAY, INC., 56 COOPER SQUARE, NEW YORK 3, N.Y. 


COSMETICS 
Sole Distributors: Schieffelin & Co. New York 3.N.Y. 
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SHAMPOO CREAM 


made especially for Dry Hair and Scalp 


A Rich Lathering 
Soap Detergent 
Leaves the Hair 
Easily Managed 


COUPON 


WRIGHT & LAWRENCE 
Peau Seche Sales, Inc. 
14. N. Michigan Ave. 
Chicago 2, Ill. 


Please send a complimentary jar of Pes 
Shampoo Cream. 
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BLY, RAPID COMPLETE DESTRUCTION 


be more effec- 
accomplished 
Hh the newer 


icals such as 
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IWHLOROPHENARSINE HYDROCHLORIDE 
Winthrop 


Five outstanding characteristics: 
® High therapeutic potency 

© Wide margin of safety 

® Prolonged stability 

Isotonicity 


® Convenient administration 


An excellent drug forthe chemotherapy of syphilis. 


Write for detailed information. 


ACCEPTED 


MERICA 
MEDICAL” 
ASSN 


on Prormacy 


a 


BYTHROP CHEMICAL COMPANY, INC, 
fork 13,N. Y, Pharmaceuticals of merit for the physician Windsor, Ont. 
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in combination with a bismuth compound. 
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counselor 


HAND CLEANSER 
INC 
Grosse Poole, Bich. Windrer, Com 
Pert 


Beauty Counselors’ 
Liquid Hand Cleanser is 
widely used by doctors 
and dentists. 


With Beauty Counselors’ famed Liquid Hand Cleans 
wash your hands clean and frequently—without fear 
irritating the skin! 

This cleanser is a sulphonated oil—not a liquid soaj™HYPO 
It is neutral—not alkaline. And it softens as it clean HO! 
. . . will help to keep your cuticle smooth and your nai 
firm. It leaves no residue on the tissues. Excess washes 
readily . . . and with it goes the dirt. 

A little of this remarkable cleanser goes a long way) 
doctors must wash their hands many times a day. So 
will send you a full 8-ounce bottle at the special price 
only 25c, including mailing costs. (This size is marketd 
at $1.80, plus taxes.) 

Just wrap 25c in a sheet of stationery bearing your lette 
head—or fill in the coupon below, tear out this page #! 
wrap it around a 25c piece . . . then mail either one to 
for this revelation in irritation-proof hand cleansing. 


articu 
hildrer 
Hypo. 
llergen 
rocessi 
is used 


POWDER 


Beauty Counselors, Inc., 17108 Mack Avenue, Grosse Pointe 24, Michigan, Dept. AD 4 
For the enclosed 25c send me a regular 8-ounce bottle of your Liquid Hand Cleanser. | understand there is no obligation 0” 


you will not use my name. 
NAME: DR. 


STREET 


CITY. 


COUNTY 


STATE 
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High Protein 


\itered Protein 


| PROTEIN 
VA, (Acidulated) 
Yee The easily digested 
di PY curd and liberal vita- 


min content makes 
Protein S-M-A a val- 
i uable aid in the manage- 
HYPO-ALLERGIC ment of premature and 
HOLE MILK undernourished newborn 
wticularly suited for infants and , infants. Also indicated in 
tildren allergic to cow’s milk protein, infant diarrhea and other 
Hypo-Allergic Milk has beenrenderedless conditions where a high 
allergenic by means of prolonged thermal protein intake is required. 
rocessing. When reconstituted with water it POWDER —8 ox. tins 


isused in the same proportion as whole cows’ milk. om | 
POWDER—1 Ib. tins LIQUID 14% ex. tins No Protein | 


ALERDEX* 


Protein-free Maltose and Dextrins 

An all-around milk modifier especially use- 

ful in the hypo-allergenic milk diet of the 

infant sensitive to proteins, Alerdex is pre- 

pared from noncereal starch by a special 

procedure toeliminate every trace of protein. 
POWDER — 16 ox. tins 


LERDE 


» martose An? 


ang 


S.M.A. DIVISION PAT. OFF. 


a WYETH INCORPORATED Wyeth PHILADELPHIA 3, PA. 


REG. Vv. S. PAT. OFF. 
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the X-ray apparatus for 
superficial irradiation 


PICKER X-RAY CORPORATION 


3200 FOURTH AVENUE + NEW YORK 10, 
WAITE MANUFACTURING DIVISION CLEVELAND, OHIO 
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SYMPOSIUM ON DIAGNOSIS AND TREATMENT OF 
CUTANEOUS CANCER 


CUTANEOUS CANCER FROM THE STANDPOINT OF 
THE DERMATOLOGIST 


EUGENE F. TRAUB, M.D. 
NEW YORK 


HE subject cutaneous cancer 1s to be discussed from various 

points of view, particularly with regard to modes of treatment. 
In the limited time at my disposal, I felt it was probably best to discuss 
only the various types of basal cell and squamous cell cancer. 

Basal cell epithelioma is found most frequently on the face, 95 per 
cent of the lesions occurring above the angle of the mouth, particularly 
about the nose and eyes. With rare exceptions, this type of cancer 
does not metastasize; hence it may, on the whole, be looked on as a 
local disease in the majority of cases. It grows slowly, some lesions 
taking years to attain a diameter of 1 or 2 cm. Many types of basal 
cell epithelioma respond to treatment more readily than do ordinary 
warts. Because of these facts, namely the location of the cancer on 
the face, the relative ease of treatment and in most instances the lack 
of danger of the process itself, basal cell epithelioma must be looked 
on as a disease of mild grade malignancy and its local destruction 
should be carried out with two major ideas in mind: first, a complete 
destruction of the lesion itself and, second, and almost as important, 
destruction of the lesion with a minimum of damage to the surrounding 
tissues, so that an excellent cosmetic result occurs. Another considera- 
tion is that the method of treatment adopted should be such that no 
future danger to that area of skin will arise as a result of the treatment. 
It therefore becomes imperative for one to weigh and select each case 
carefully, taking into consideration the age of the patient, the location 
of the lesion and its proximity to bone, cartilage, eyeballs and other parts 
of the body. 


This paper is the first in a “Symposium on Diagnosis and Treatment. of 
Cutaneous Cancer,” held at the New York Academy of Medicine, Section of 
Dermatology and Syphilis, on April 4, 1944. 
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Basal cell epitheliomas occur in many different patterns or types, 
and these vary materially in response to the different types of therapy. 
For example, for convenience, both in diagnosis and in treatment, | 
have classified the basal cell epitheliomas into the following types: 

1. Rodent ulcer, or hard pearly bordered lesion 
2. Morphea-like type 

3. Soft nodular type 

4. Pigmented type 

5. Superficial cicatrizing type 

6. Cystic type 

7. Infiltrating or invasive type 

8. Multiple basal cell epithelioma 

Every one is familiar with the various lesions of the rodent ulcer 
type, of which some are relatively soft and others have a hard, rolled, 
almost cartilaginous-like border. The central ulceration not infrequently 
may be covered with a crust, which should always be removed both to 
assist in the diagnosis and to facilitate treatment. This variety of basal 
cell lesion usually responds well to radiation of all types—by that I 
mean various types of roentgen rays either filtered or unfiltered, low 
voltage or contact, etc., and radium. It should be a cardinal rule, how- 
ever, that with whatever type of treatment is selected for a given lesion 
the lesion should be destroyed in one treatment. While I appreciate 
the fact that this quick destruction cannot invariably be accomplished, 
I make it my aim to destroy at least 95 per cent of all basal cell lesions 
at the time of the first treatment. This means that one must carefully 
weigh the type of treatment to be used. If roentgen rays are selected 
and the dose to be used for a given patient to achieve a cure in one treat- 
ment seems to be excessive and liable to give rise to so much damage 
of the skin that the later development of a squamous cell epithelioma 
may be expected, then that method of treatment is, in my opinion, not 
suitable. On the other hand, the lesion may not be ideally located 
for surgical excision. Furthermore, surgical excision and repair may 
necessitate repeated operation with hospitalization. This should not 
generally be necessary in the treatment of the usual basal cell lesion. 

The dermatologist has, for many years, combined the several types 
of destruction of such lesions because the cosmetic results achieved in 
this way are far superior to those achieved by only one method of attack. 
For example, if the rodent ulcer has an unusually hard and deep rolled 
pearly border and base, it is a simple matter for one to anesthetize the 
lesion with procaine hydrochloride and desiccate the hard portion of 
the lesion. A curet is then employed to remove the desiccated tissue. 
and by experience one can easily determine when all the cancer tissue 
has been removed. The lesion is then ready for a dose of roentgen 
rays or radium, but with this combined method a large dose is not 
necessary and as a result no sequelae of unpleasant radiation need be 
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expected. An excellent cosmetic result is achieved, and the patient 1s 
cured with little or no deformity. This procedure is particularly suit- 
able for basal cell lesions located on or about the eyelids or the corners 
of the eyes and on or about the ears at points where cartilage may be 
destroyed by large doses of radiation, and the same situation of course 
will apply to lesions of the nose. 

The morphea-like basal cell lesion is one that is not usually radio- 
sensitive, and for this reason I believe that lesions of this type are best 
treated by either surgical excision or excision with the electric knife. 
As these lesions are flat hard areas with little elevation but with con- 
siderable depth and a shiny glazed surface, the patient may permit them 
to reach considerable size before consulting his physician. As a result, if 
the lesion is surgically excised, considerable plastic repair generally must 
be done, and if a surgeon tries to remove as little tissue as possible, fear- 
ing that closure will be difficult, a recurrence of the lesion may be 
expected. For this reason, I have frequently found it advisable to remove 
these lesions with the electric cutting current, allowing the area to fill in 
with granulation tissue; and if the resultant scar is not satisfactory it 
may be removed at a later date for cosmetic purposes. Meanwhile, 
the patient can be kept under observation to be sure that the cancer has 
been completely destroyed. While this method might require a second 
operation if the cosmefic result were not satisfactory, the situation would 
be no different than if the growth were removed surgically and several 
plastic repairs made. 

The soft nodular type of lesion is radiosensitive and can almost 
invariably be destroyed in one treatment with a moderate dose of the 
roentgen rays or radium. The pigmented variety also is usually radio- 
sensitive, or if not it can easily be destroyed by the combined treat- 
ment described for the rodent ulcer type. 

The superficial cicatrizing type of lesion is seen most commonly on 
the trunk or the extremities. While this type is said to be radioresistant, 
it has responded to relatively small doses of radiation in my experience 
and certainly can easily be destroyed by a combination of desiccation, 
curettement and radiation. 

Lesions of the cystic type are frequently deep seated and when occur- 
ring about the eyelids may be hard to destroy by radiation alone. Here 
again a combination treatment is ideal. 

The infiltrating or invasive type of growth, especially if extensive, 
can frequently be cured by radiation, but if one does not succeed in 
doing this after giving one or two doses of radiation then I believe 
that the lesion should be completely excised by the electric cutting cur- 


rent or by surgical intervention. 
Multiple basal cell epitheliomas occur mainly on the trunk, but they 
may appear also on the face. They do not represent a special type 
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but are a variety of one or more of the types previously mentioned and 
must be treated accordingly. 

While it has always been the argument of the surgeon that cancer 
should be removed radically by some cleancut method, such criticism 
can no longer be leveled at the present day technic of adequate desicca- 
tion and curettement, followed by a destructive radiation. As stated 
earlier, this method is superior to any other in properly selected cases. 
It avoids the disadvantages of surgical treatment with the knife and 
the overirradiation that is frequently necessary to cure a lesion in a single 
sitting, and it gives a cosmetic result so good that it is frequently dif- 
ficult to locate the treated area. The dermatologist who has specialized 
in this method and whose technic has been perfected by a combination of 
surgical and radiotherapeutic training is the ideal one to carry out the 
method. 

I shall now discuss briefly squamous cell epitheliomas of the skin. 
These lesions differ from the basal cell growths in two major respects. 
First, they develop rapidly. Second, and most important, the removal 
of the primary lesion represents only a portion of the possible job to 
be undertaken. For this reason it is my opinion that most derma- 
tologists, unless fitted by special training in work with cancer, gen- 
erally are not qualified to treat these growths. Most dermatologists, 
however, restrict themselves to the treatment of basal cell lesions and of 
those squamous cell lesions and epitheliomas in which it may be reason- 
ably assumed that the disease has not progressed beyond the primary 
lesion. There is another type of case in which the dermatologist might 
he called on to treat a cutaneous cancer but because the growth is con- 
sidered inoperable he, therefore, must use the radiation at his disposal to 
palliate rather than to cure the disease. 

While the majority of the cancers on the face, especially those above 
the angle of the mouth, are of the basal cell type, at least 95 per cent 
of those occurring on the extremities are squamous cell ones. I be- 
lieve it is probable that squamous cell lesions on the face above the angle 
of the mouth occur in slightly more than 5 per cent of cases and that 
one does not see basal cell lesions occurring on the extremities in as 
high as 5 per cent. Squamous cell lesions, therefore, are encountered 
most frequently on the extremities on the mucous membrane surfaces 
and as a sequel to other dermatoses. The lesions of the mucous mem- 
branes whether located on the lip, buccal mucosa, tongue or genitalia, 
should not, in my opinion, be handled by the dermatologist. My reason 
for this statement is that metastasis from such primary sites may occur 
as early as three or four weeks after the lesion has been discovered by 
the patient and that what may seem to be an early lesion is actually a 
late one. There is no doubt that the primary lesion can be destroyed by 
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the dermatologist as well as by the surgeon or the radiotherapeutist, 
but if the lymph nodes are to be treated by dissection he is generally 
unqualified. 

The early squamous cell lesion of the glabrous skin, occurring par- 
ticularly on some portion of the face, is a lesion that I believe derma- 
tologists are qualified to treat. This is the lesion which is frequently 
not recognized and yet presents just as typical a clinical appearance as 


do most of the types of basal cell lesions. 


DESCRIPTION OF THE TYPICAL LESION 

The development of the nodule is usually rapid, beginning frequently 
as a papular lesion of pinhead size and reaching a diameter of 1 to 2 
cm. in from three to six weeks. After this period, the growth is some- 
what slower. In patients under 45 to 50 years of age it is more rapid 
than in older ones. The typical squamous cell epithelioma of the glabrous 
skin begins first as a small grayish nodule covered with a scale or crust. 
As it increases in extent and depth, the crest assumes a reddish color 
and may become ulcerated or verrucous. The tumor which develops is 
nard, firmly embedded in the skin and yet protuberant. Its raised, 
bulging border presents a glazed or waxy appearance. The presence 
of numerous small blood vessels in the border gives the base an acute 
inflammatory appearance which is characteristic. The upper and outer 
portion of the border is usually more or less hyperkeratotic, and in the 
central area an erosion appears. The latter develops into a crater- 
shaped ulceration which is irregular, fissured and grayish and bleeds 
easily even on slight irritation. The appearance of the lesion at this 
stage may easily simulate that of a large infected verruca, sebaceous 
cyst or a tumor of large molluscum contagiosum. The vascularity of 
the base of the growth gives the appearance of an infection. On the 
floor of the central crater there can be seen yellowish gray granules 
or material simulating the cheesy contents of an infected sebaceous 
cyst. The latter substance is composed of horny cells and epidermic 
globules. 

Little mention is made of this growth in most of the dermatologic or 
surgical textbooks. When the lesion has been described, the author 
has frequently expressed the opinion that metastasis may occur 
early to the regional lymph nodes. This was Darier’s? belief, 
but he also expressed the opinion that generalization to the viscera 
was rare. In all the patients which I have seen, I have encountered 
only 1 instance of local metastasis to a regional lymph node, and when 
this node was excised the patient remained free of further cancer for a 


1. Darier, J.: Text-Book of Dermatology, translated from the French by 
S. Pollitzer, ed. 2, Philadelphia, Lea & Febiger, 1920. 
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period of three years, during which I was able to follow him. My 
interest in this type of lesion dates back over twelve years, and in 
1933 Dr. Tolmach and I * reported on 26 cases of similar lesions and 
our method of removal. 

3riefly, the method of treatment that we suggested consisted of 
excision with the electric cutting current. At first we felt that it might 
be advisable to follow such excision with radiation, but, as most of the 
lesions can be easily excised in toto, there seemed to be no point in 
following a complete excision by irradiation. Therefore, only when 
one is uncertain whether the excision is complete need the excision 
be followed by irradiation. In most of our cases, in all of which 
the development was early—not over three months—it was not found . 
necessary to either irradiate or excise the nodes. 

Little need be said about squamous cell lesions involving cartilage, 
because I believe that they require surgical excision. 

In dealing with lesions on the extremities, particularly on the dorsal 
surface of the hands, the local lesion may be excised in toto by the 
dermatologist if the lesion is early and if no metastasis in a node 
can be palpated. On receipt of the report of the pathologist, should 
the lesion be of the more malignant type, consultation with the sur- 
geon as to further disposition of the case may be advisable. If the 
lesion on the extremity is of long standing and if there is no doubt 
that metastasis has occurred, then certainly the entire management 
should be turned over to the surgeon. 


Squamous cell cancer occurring as a sequel to other dermatoses 
should be managed much as I have suggested for lesions on the 
extremities. When the change to cancer is suspected, the lesion is small 
and metastasis not apparent and the diagnosis still needs microscopic 
confirmation, it is frequently better for the dermatologist to excise 
the entire lesion than to perform a diagnostic biopsy. The reason 
that I prefer this procedure to performing an ordinary punch biopsy 
is that so frequently with a punch biopsy or excision of a small portion 
of tissue one does not obtain sufficient material for a conclusive 
diagnosis or the tissue may be taken from a portion of the lesion not 
characteristic of the entire mass; hence it might become necessary to 
perform several biopsies, with the loss of valuable time, before a 
correct conception of the growth may be obtained. All such diff- 
culties are obviated by excising the entire lesion and examining it in 
toto. 


2. Traub, E. F., and Tolmach, J. A.: Squamous Cell Epitheliomata of the 
Skin of the Face, New York State J. Med. 38:875 (July 15) 1933. 
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SUMMARY 


1. The dermatologist is, in my opinion, best qualified from the 
standpoint of his diagnostic and therapeutic training to treat basal 
cell cancer. He is not limited to surgical methods as the surgeon is 
nor is he limited to radiation therapy only, as is the radiotherapeutist. 
He is able to remove and at the same time irradiate basal cell cancer, 
achieving through office treatment what the surgeon frequently can 
do only after repeated operations and hospitalization and what the 
radiotherapeutist can do only after a loss of time and a dosage that 
may well pass the limit of advisability. 

2. He is able to destroy basal cell lesions at one sitting with a 
cosmetic result that cannot be surpassed. 

3. The dermatologist is qualified to treat early squamous cell epi- 
thelioma of the glabrous skin. He is able to make a diagnosis early 
and to treat an early squamous cell epithelioma which is superimposed 
on precancerous dermatoses. 


i 
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EARLY DIAGNOSIS OF CANCER OF THE SKIN 


GEORGE ANDREWS, M.D. 
NEW YORK 


A THE beginning, cancer of the skin proper must be distinguished 
from cancer of the mucocutaneous junctions. The dermatologist 1s 
often called on to diagnose cancer of the lips, tongue, floor of the mouth 
and buccal mucosa, cancer of the mammary gland and cancer of the 
genitals and rectum. He must be familiar with these cancers, and in 
their diagnosis his opinion is often given much weight; but the time 
tonight will be devoted to a discussion of cancer of the skin proper, 
and I will speak for only a few moments on its recognition and 
diagnosis. It is commonly known that skin of certain types is predis- 
posed to the growth of cancer. There is probably no fact regarding 
the cause of cancer better established than that habitual exposure to 
sunlight of a fair sensitive skin and maturity are factors that together 
favor the development of cutaneous cancer. One third of all cancers 
of the skin occur on the nose and cancer is common on the rim of 
the ear. In a category similar to that of farmers’ and sailors’ skin is 
the cancer which occurs in xeroderma pigmentosum and in chronic 
radiodermatitis. Moreover, the likelihood of cancer is augmented if, 
in addition, there are moles, warts or other so-called precancerous 
lesions present and also if there is contact, occupationally or otherwise, 
with arsenic or with pitch, tar, paraffin, lubricating oils or other hydro- 
carbons containing dibenzanthracene or similar carcinogenic substances. 

The early symptoms of basal cell epithelioma should now be consid- 
ered because this disease is so common. Basal cell epithelioma develops 
on an inconspicuous slightly erythematous scaly spot, which becomes 
a little thickened, glistening and waxy. The thickening may be so 
slight that it is barely perceptible. The waxy color is of glistening semi- 
translucence or of a pearly appearance. The earliest lesions are like 
small inverted buttons, slightly elevated above the surface of the skin. 
Small waxy papules coalesce to form a plaquelike lesion, and at the 
border of this similar papules fuse and produce an elevated rolled 
border. The central portion becomes crusted, and when this crust is 
knocked off or pulled off there is bleeding; another crust forms, and 
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this sequence of events continues. In crusted lesions, the waxy color 

may not be apparent until the crust has been removed. The duration 1s 
isually a matter of years, sometimes of only a few months and often 
| many years. 

In addition to the common button type and plaque type basal cell 
epitheliomas, there are many other clinical types, of which the rodent 
ulcer is the most important. It is a burrowing, mutilating, destructive 
growth which occurs mostly about the eyes, the ears or the nose. In 
these locations, it may cause complete destruction of the orbital contents 
or of the external ear or nose. It may even cause death through inter- 
current disease, such as erysipelas, bronchial pneumonia, sinus throm- 
bosis, epidural abscess or meningitis. The ulceration is deep and 
punched-out like a gumma. The floor of the ulcer is dirty, and the 
edges are crusted. After the crust has been removed, a rolled waxy 
border may be discernible. The long duration and the presence of 
this waxy border may warrant the clinical diagnosis of rodent ulcer, 
but this must be confirmed by biopsy. 

Many other clinical varieties of basal cell epitheliomas are definite 
entities, but there is not sufficient time to go into the details of all of these. 
Cancers of the cicatrizing, or scar-forming type all possess the essential 
characteristics—waxy, glistening appearance, rolled border and a ten- 
lency to form crusts and to bleed occasionally. Microscopic study 
of these lesions reveals many differences between the individual growths, 
and one feature which is important is the presence in many of these 
lesions of squamous cell proliferation. Such, growths are classified 
as mixed basosquamous cell epitheliomas. Their importance lies in 
their clinical resemblance to pure basal cell epitheliomas and _ their 
occasional recalcitrance to treatment. Rarely if ever do basal cell 
epitheliomas metastasize, but sometimes the squamous cell portions of 
mixed basosquamous growths follow a clinical course like that of 
squamous cell epithelioma. 

The distribution of basal cell epitheliomas is chiefly over the upper 
portion of the face, above the line drawn from the corner of the 
mouth to the lobe of the ear, being specially common on the nose, lower 
evelid, forehead, cheeks and ears. However, they can occur, and often 
do, on the chin and less frequently on other parts of the integument. 
The adenoid type is found chiefly on the forehead or scalp or near the 
eves. 

Squamous cell epithelioma is sometimes like the waxy growth of 
basal cell epithelioma, but more often, and more characteristically the 
squamous cell epithelioma is a warty growth. One must keep in mind 


the fact that I am speaking of squamous cell epithelioma of the skin 
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proper and not of squamous cell epithelioma ot the mucocutaneous 
surtaces. 

On the skin proper, where the lesion is dry, there is much corni- 
fication. The horny part of the growth, which gives the wartlike 
appearance, is due to dyskeratosis, and this horny projection is an inher- 
ent part of the tumor. It is thus entirely different from the loosely 
attached crust of the basal cell epithelioma. Although this horny pro- 
jection resembles a wart, it differs from a wart in that it arises from an 
indurated tumor base. If the squamous cell epithelioma is diagnosed 
in this early, warty stage, the prognosis for treatment is excellent. In 
the course of time, if the lesion is not treated at this early stage the 
horny projection is knocked or picked off, with resulting ulceration and 
eventually induration develops in the underlying tissues and metastasis 
may occur. The mortality from epithelioma of the skin, however, is 
low, being under 2 per cent; cancers on the fingers and hands are the 
most likely to metastasize. 


CUTANEOUS CANCER FROM THE SURGEON’S POINT 
OF VIEW 


JEROME P. WEBSTER, M.D. 
NEW YORK 


| the treatment of carcinoma of the skin I feel that cauterization ot 
the lesions alone is not the treatment of choice. Unless it is thor- 
oughly done, the treatment is inaccurate and often ineffectual, and if 
carried to a depth sufficient to destroy the disease unsightly scarring 
results. Healing is delayed; the period of dressings may be long, and 
there is no certainty that the disease has been completely eliminated 
as there can be no study of sections of the tissue destroyed. 

The two main methods of treatment of carcinoma of the skin are 
irradiation and surgical excision. 

In the earlier smaller lesions there are certain locations where 
irradiation is preferable to surgical treatment because of the difficulty 
of excising the lesion adequately without causing deformity or without 
complicated plastic procedures. A sample of such a location is the tip of 
the nose. There are other locations, such as the external auricle, where 
irradiation may cause a chondritis that becomes painful and difficult 
to heal. 

Many radiosensitive epitheliomas are eliminated by irradiation 
without noticeable scarring ; those that are radioresistant may be difficult 
to eliminate by this means. With surgical treatment—inasmuch as the 
majority of epitheliomas occur in the later decades of life, the sub- 
cutaneous fat is atrophied and the skin is loose—excision in the form 
of an ellipse with extensive undermining of the skin allows closure to 
be made more readily in this class of patients and with less resultant 
scarring than in those in the earlier decades of life. Irradiation sufficient 
to eliminate the disease may injure underlying tissue and may cause 
later sclerosis of the skin, pigmentation, telangiectasia, ulceration or 
even epithelioma. No such complications occur after surgical inter- 
vention, and the treatment of these complications should be surgical. 
Keloids occur but rarely and fine inconspicuous scars usually result from 
surgical treatment. 
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Within recent years improvements in technic in the treatment of 
these lesions by irradiation have made it possible to eliminate the 
disease more certainly and with less deformity than in the past. On the 
other hand, a greater knowledge of plastic procedures for closure is 
more widespread among surgeons, and less decided deformities result 
from surgical methods nowadays than formerly. 

Information regarding the nature of the lesion cannot be obtained if 
irradiation alone is used to eradicate the disease. Even if a biopsy 
previous to irradiation is made, such a biopsy may not always show 
the complete picture of the malignant process. Possibly the scarring 
from irradiation may be a more conspicuous deformity than that pro- 
duced by surgical excision with plastic closure. In small lesions biopsy 
excision—that is, elimination of the lesion by a sufficiently wide mar- 
gin to excise it completely—has the advantage of making possible the 
microscopic study of the lesion, the determination by the pathologist 
that the lesion was completely excised, and the character of the lesion 
so that one is able to determine whether metastases may be expected. 


This is also true of the larger lesions. It is possible, therefore, for the 
pathologist to advise the surgeon that dissection of regional nodes 
should be performed. There is an uncertainty about the elimination 
of the disease by irradiation that is absent with wide excision and care- 
ful study of the specimen. The patient’s mind can be put at rest with 
a favorable report from the pathologist. 

In each case the first aim of the dermatologist, the radiotherapeutist 
and the surgeon should be complete eradication of the lesion at the first 
treatment. Ineffectual irradiation may cause the cells to become more 
resistant to subsequent irradiation, and I feel strongly that if the first 
irradiation is not successful it is better to resort to surgical intervention 
at once rather than to continue ineffectual irradiation. The greater the 
amount of irradiation, the more difficult becomes the plastic problem 
of obtaining healing with primary closure, with free grafts and with 
pedicle flaps to fill the defect after excision. On the other hand, excision 
should be sufficiently wide to eliminate the disease at the first attack. 
In certain instances, if the pathologist finds that the tumor has been 
cut into and indicates the location on the piece excised, further excision 
may be made and the disease may be eliminated. This, however, should 
be infrequent if the surgeon is imbued first with the necessity of taking 


a wide enough margin of normal tissue to make sure that the excision 
is well beyond the tumor. His second objective should be that of 
restoring the part to its normal condition insofar as it is humanly 
possible. The surgeon who has the various principles and procedures 
of plastic repair in his armamentarium is a safer operator than the 
surgeon who lacks this knowledge, as the former can afford to take 
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wide enough areas to eliminate the disease, because he knows that 
he can restore the part by one of several methods with comparatively 
little deformity in most cases. The surgeon without this knowledge 
tends to cut too close to the tumor for fear that he will not be able to 
close it without great deformity, and, frequently, insufficient tissue 
is excised, with resultant recurrence. 

The pathologist, the dermatologist or radiotherapeutist and the sur- 
geon should know what can be done by each method of treatment; they 
should meet in the clinic and consult with an impartial point of view 
to determine which procedure, irradiation or surgical treatment, is indi- 
cated from the standpoint of the patient’s best interests. In private prac- 
tice the questionable case should be referred for opinion. It would also 
be of value to the surgeon and radiotherapeutist to see cases with the 
dermatologist in order to become familiar with lesions which simulate 
epitheliomas. It is doubtless true that an expert radiotherapeutist ts 


better than a poor surgeon and a capable surgeon is better than a poor 
radiotherapeutist. 
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TREATMENT OF CUTANEOUS EPITHELIOMA 


GEORGE T. PACK, MD. 
NEW YORK 


PITHELIOMA oi the skin may be successtully treated by various 

means, and no hard and fast rules should be established. The 
surgeon who is familiar with the advantages and disadvantages of each 
method has a greater chance of attaining good results than the surgeon 
whose experience is limited. Obviously this requires a knowledge of 
the peculiarities of behavior of the various types of cancer and the 
limitations which the location of the cancer imposes on the treatment 
chosen. 

ROENTGEN RAY THERAPY OF EPITHELIOMAS OF THE SKIN 

High Voltage Roentgen Rays—Roentgen rays with a peak kilo- 
voltage of 200 kilovolts or more are seldom used in the treatment of 
cutaneous cancer, except for deeply infiltrating epitheliomas. It is 
impossible to sterilize metastatic epidermoid carcinoma in lymph nodes 
by high voltage roentgen irradiation therapy alone. While this treat- 
ment does exercise a restraint on growth to some extent, it should be 
recognized as a palliative treatment only. For curative attempts high 
voltage roentgen ray therapy should be supplemented by interstitial 
irradiation or radical surgical dissection. 

Low Voltage Roentgen Rays.—Roentgen rays with a peak kilo- 
voltage of 100 to 140 kilovolts are of great value in the treatment of 
cutaneous cancer. A target-skin distance of 30 to 40 cm. is used, 
either without a filter or with 1 to 2 mm. of aluminum added, depending 
on the depth dose desired. Thick or deeply infiltrating cancers require 
an increased depth dose, which is obtained by the use of higher voltage, 
greater target-skin distance and heavier filters. Superficial cancers 
need lower voltage, shorter target-skin distance and less filter or no 
filter at all. 

The normal skin surrounding an epithelioma is shielded with lead 
during roentgen ray treatment. If roentgen rays of low intensity (100 
kilovolts) are used, 1 mm. of lead will remove more than 99 per cent 


From the Mixed Tumor Service of the Memorial Hospital for the Treatment 
of Cancer and Allied Diseases, New York. 
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of the radiation, although half this thickness is usually employed. 
This sheet lead foil, 0.5 cm. in thickness, is easily cut and molded to fit 
each individual epithelioma, leaving an additional 5 mm. or more in 
width on all sides of the margin of the lesion. The lead protective shield 
is held in place with adhesive plaster or by contact pressure from various- 
sized cylinders, which are attached to the open port for the purpose 
of limiting the field of irradiation. Correction in the roentgen dose 
at the surface must be made when these shields and cones are used, 
because only the central portion of the beam is utilized. It is a well 
known physical law that the smaller the field the less the depth dose 
obtained, owing largely to a decrease in the scattered tissue radiation. 

Low voltage roentgen irradiation requires a greater number of 
roentgen units to cure an epithelioma of the skin than higher voltage 
roentgen irradiation. The epitheliomas may be treated by daily frac- 
tional doses of 250 to 350 until the total dose approximates 2,500 to 
4,000. When epitheliomas of the face are treated, the total dose may 
be increased by at least 50 per cent. Cancers of the face can readily 
be treated at a single sitting if no filtration is used. 

MacComb has determined the erythema dose for different-sized 
skin portals when the roentgen rays are generated at 100 kilovolts 
and 5 milliamperes, giving an intensity of 270 r per minute at 30 cm. 
target-skin distance without filter. The half-value layer of the radia- 
tion was 1 mm. of aluminum. He found that for skin portals with 
diameters of 0.5 cm., 1 cm. and 2 cm. 350 r produced an erythema in 
80 per cent of the cases. For fields or portals of 3 and 4.5 cm. in 
diameter, 280 r gave an erythema. This principle was applied to the 
treatment of a series of 50 patients with epitheliomas of the skin. Not 
one of the epitheliomas exhibited satisfactory regression when the dose 
was less than 12% threshold erythema doses. On the basis of these 
results, MacComb constructed a table in which the given doses were 
considered sufficient for epitheliomas of various diameters. 


Chaoul Contact or Short-Distance Roentgen Therapy.—The Chaoul 
x-ray outfit is limited to a voltage range of 50 to 60 kilovolts. The 
thin copper filter (0.2 mm.) or transmission anode is so placed that 
the tube operates at contact or 3 to 5 cm. target-skin distance. It has 
applicators of various sizes and shapes to be placed against the epi- 
theliomas. A soft beam is utilized, and these rays are largely absorbed 
in the superficial tissues, i. e., the cancer. For contact application, 
the rate of emission is approximately 800 r per minute; for a target- 
skin distance of 3 cm., it is 88 r per minute, and for a target-skin 
distance of 5 cm., it is 36 r per minute. Daily fractions of 250 to 400 
Tr units are given, with total doses ranging anywhere from 3,000 r 
units. Epitheliomas on the face may receive the total dose at a single 
exposure; for contact application this is seldom more than 3,000 r. 
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This apparatus has a special usefulness only tor the treatment ot 
superficial cancers. Because the depth dose is not great and the major 
portion of the radiant energy is absorbed by the tumor proper, the deep 
structures are uninjured and the hazards of late radiation necrosis 
are considerably lessened. The reaction is sharply localized around 
the cancer. 

Philips Contact Roentgen Ray Therapy.—The indications are the 
same as those for the Chaoul machine. The inherent filter of the tube 
and shock-proof shield is the equivalent of only 0.2 mm. of aluminum. 
If additional filtration is necessary, disks of aluminum of 1 or 2.5 mm. 
thick may be inserted over the end of the tube and held in place by 
attached treatment cones. The diameter of the emergent roentgen 
ray beam is slightly less than 2 inches (5 cm.). The intensity is always 
at 50 kilovolts constant potential. Two milliamperes 1s the current 
employed, although the tube is capable of functioning at 3 milliamperes 
if the time of treatment is short. The distance of the focus from the 
target to the protection cap over the end of the tube is 18 mm. Over 
this end is placed a localizing cone, which increases the target-skin 
distance to 2 cm. The actual tube is within a long light metal cylinder, 
which is handled at will by means of an attached grip. The dose admin- 
istered to epitheliomas of the skin ranges from 3,000 to 8,000 r 
units, usually in fractions of 400 r units. 


Radium.—At the Memorial Hospital for the Treatment of Cancer 
and Allied Diseases there are four standard radium applicators in 
general use, and their different surface areas render them suitable 
for treating many small cutaneous cancers. 

The filtration of these plaques is equivalent to 3 mm. of brass, which 
is the total filtration of the radium or radon capsule—usually 0.2 to 
0.5 mm. of platinum—plus the thickness of the brass case of the plaque. 
The plaques are applied at a distance of 1 cm, with the exception of 
the tray, which has a radium-skin distance of 3 cm. Small blocks of 
balsa wood or Bakelite are used to maintain this distance. The region 
surrounding the cancer is shielded by heavy lead to protect the normal 
adjacent tissues. 

A cutaneous cancer which is more than 1 cm. in thickness or shows 
deeply infiltrating properties should not be treated with radium at 
contact or at a radium-skin distance of 1 cm., as it delivers only 30 per 
cent of the skin dose when the radium plaque is used. The dose at a 
depth of 1 cm. when the radium tray is employed at a 3 cm. radium- 
skin distance is 62 per cent and therefore offers a better method of 
treatment for the deeper epitheliomas. All epitheliomas which are 
more than 1 cm. in thickness or measure more than 3 cm. in diameter 
should be treated by low voltage (100 kilovolts) roentgen rays. 
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Radium Moulage-—Whenever contact application of radium is 
desired over very irregular surfaces, the moulage of a dental modeling 
compound or wax is a valuable adjunct to radiation therapy. The 
radium tubes of 0.2 to 0.5 mm. of platinum filtration are held in direct 
contact with the uneven contour of the epithelioma. The dose 1s 
computed on the basis of 75 to 100 millicurie hours per square centi- 
meter, with the smaller dose used when the cancer covers a larger 
area. A dose of 15 millicurie hours per square centimeter applied by 
contact with a 0.5 mm. platinum-filtered radon tube is equal to | 
threshold erythema dose. Penetration of the radiating beam is very 
little, and if the cancer is more than 5 mm. in thickness either supple- 
mentary interstitial irradiation should be employed or the radon or 
radium tubes should be implanted more deeply into the moulage, to 
give a greater intervening distance and a correspondingly better depth 
dosage. Regardless of histologic grading, the dose selected is usually 
the one capable of sterilizing the most radioresistant epidermoid 
carcinoma with preservation of the normal tissues. Radium moulages 
are especially desirable for superficial cancers about the ear, nose and 
lip. 

Radon Seeds.—Radium may be placed in solution (as chlorides), 
and the radon gas emanating is pumped off by means of a Failla radon 
apparatus into small capillary tubes having a wall of gold 0.3 mm. 
thick. Gold radon seeds for interstitial irradiation are 4 mm. long 
and usually contain 1.2 to 3 millicuries per seed. They remain perma- 
nently in the tumor long after the radon has been completely dissipated. 

Gold radon seeds are indicated in the treatment of small recurrent 
cancers or whenever interstitial radon is desired as an adjunct to contact 
or short distance radium therapy by moulage or plaque. Their chief 
value is in the treatment of small cutaneous cancers of the ear, eyelid or 
face. They should not be inserted too near cartilage or a painful and 
chronic perichondritis may follow. 


Radon Bulb.—Radon in the quantity of 300 to 600 millicuries is 
collected at intervals and pumped into a tiny glass sphere embedded 
in a wax cup at the end of a long handle. This glass radon sphere is 
placed in direct contact with lesions of the skin to give doses varying 
from 200 to 600 millicurie minutes. This method of employing radium 
is limited to precancerous lesions, particularly keratoses, and to very 
small and superficial basal cell epitheliomas, less than 2 mm. in thickness. 


SURGICAL TREATMENT OF EPITHELIOMAS OF THE SKIN 
The procedure of choice for cancers at different locations will be 
considered later. Since the surgical technic varies with the anatomic 
location of the tumor, no attempt will be made to discuss this in general. 
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A few brief comments will suffice to bring out the important points in 
this method of approach. 

The line of excision should be carried well beyond the palpable 
margins of the tumor. Deep incisions should be so directed as to avoid 
injury to important nerves and blood vessels. Ii immediate skin grafting 
or transplanting is planned, a sharp scalpel should be used. No hard and 
fast rule can be laid down; the location and nature of the cancer deter- 
mine the operative technic. Endotherm excision, with or without. pre- 
liminary coagulation of the cancer, may be carried out if immediate 
skin grafting is not planned. This technic is especially adapted for 
vascular large recurrent cancers. 

Amputation is indicated in the following circumstances: (1) when 
the cancer has invaded so deeply and become so adherent that excision 
is an impossibility; (2) when the interior of a large articulation, such 
as the knee or ankle, is extensively laid open; (3) when large areas 
of bone are exposed, a condition which results in necrosis; (4) when 
profound and uncontrollable suppuration of the wound is complicated 
by fever and a dangerous toxemia and (5) when the functional result, 


even after a presumptive local cure, would be unsatisfactory, the limb 
becoming an encumbrance. 


FACTORS INFLUENCING THE CHOICE OF TREATMENT 

1. Location of the Cancer.—A cancer in close proximity to bone or 
cartilage should be treated by surgical intervention, as heavy irradiation 
may cause a perichondritis, periostitis or osteitis, which may slough and 
remain painful for many months. This would include epitheliomas 
located on the dorsum of the hand or foot, anterior tibial region, 
midline of the back, midsternal region and scalp. On the other hand, 
surgical excision of epitheliomas involving the eyelids, nose, ear, external 


auditory meatus and penis may sacrifice organs and tissues which are 
difficult to restore by plastic reconstruction. Radiation therapy is the 
method of choice provided the tissues are not involved by cancers too 
deeply infiltrating and destructive to be amenable to conservative irra- 
diation. 

Eyelids: While irradiation is preferable to surgical excision for 
epitheliomas of the eyelids, it is important to consider the advantages 
and disadvantages of the various types of irradiation available. The 
dangers to the eve from irradiation are two: late cataract and iridocy- 
clitis which may terminate in glaucoma. When low voltage roentgen 
rays are directed through small cones to the epithelioma and the eyeball 
is protected by a small lead shield inserted in the conjunctival sac, . 
the lens receives practically none of the dose delivered to the tumor. 
Thus this becomes the method of choice in this location for these 
reasons: (1) the general availability of roentgen therapy, (2) the 
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avoidance of late sequelae, such as cataract, and (3) the difficulty 
in shielding the eyeball when radium plaques are used. 

Nose: The majority of tumors of the nose are of the basal cell 
type and respond with good results to radiation therapy. Low voltage 
roentgen ray therapy is preferred, but radium plaques give successful 
results. It is imperative that the dose be calculated carefully, in order 
that a perichondritis and chondritis with the possible result of a painful 
ulcer may be avoided. The actual cautery or endotherm knife is 
indicated when the cartilage is deeply invaded. 

Ear and Auditory Canal: Radiation therapy is indicated, unless 
the cartilage is largely destroyed. low voltage roentgen rays or contact 
radium therapy by means of a moulage are equally successful. The 
superficial insertion of gold radon seeds is used for cancers of the 
external auditory meatus. 

Hands and Feet: The skin over bony prominences is usually poorly 
nourished, and for this reason irradiation is not indicated. The only 
possible exception occurs when the epithelioma of the dorsum of a 
hand or foot is superficial and not of great thickness. Radium plaque 
treatment or low voltage roentgen therapy administered in fractional 
daily doses by the Coutard technic is preferable. Cancers of the sole, 
especially the heel, are usually treated by surgical excision. After 
irradiation the skin will not tolerate injuries or weight bearing. If 
muscles, tendons or bone are involved, partial amputation of the hand, 
foot, finger or toe may be necessary. 

Scalp: Some of the epitheliomas are of the basal cell type; others 
are squamous cell carcinomas, some of which originate in sebaceous 
cysts. Although the scalp is highly vascular and should support irradi- 
ation well, late radionecrosis or later recurrence often follows radiation 
therapy. If the epithelioma is at all evasive, wide excision by electro- 
cautery down to the pericranium is the treatment of choice. Involve- 
ment of the pericranium calls for sacrifice of this structure and perhaps 
of the outer plate of the calvarium. 

2. Type and Stage of Cancer.—-The basal cell epitheliomas of the 
skin grow slowly and, because of their long duration, are usually 
detected early, while they are still superficial and before they have 
attained great size. Irradiation can be used for the ordinary small 
ulcerating tumors of this type, with the radium plaque as the method 
of choice. On the other hand, the basal cell tumors which contain 
mucin and have a decided adenoid appearance (adenoid cystic epitheli- 
oma) are radioresistant. 

The factors of fixation and infiltration are more important than the 
histologic grading in the radiosensitivity of epidermoid carcinoma. 
This tumor grows more rapidly than the basal cell carcinoma. Spindle 
cell metaplasia of epidermoid carcinoma increases the radioresistance 
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to a degree wherein the cancer will remain viable, even though the 
normal surrounding tissues will slough from overirradiation. 

A papillary carcinoma covering extensive areas should be removed 
in part by surgical endothermy, with irradiation being applied to the 
base. If the epithelioma occupies a large surface area, fractional roent- 
gen ray therapy is preferred to a massive single dose. If the lesion 
exceeds 6 cm. in diameter, a single treatment of 4,000 r should not be 
given. Protracted fractionization of the dose is desirable if the cancer 
is infiltrating deeply. 

Irradiation is contraindicated in the presence of fixation, e. g., in 
squamous cell carcinoma of the dorsum of the hand. Invasion of the 
bone by contiguity is extremely radioresistant, and surgical excision is 
indicated. The adenoid cystic type of basal cell carcinoma has a 
tendency to involve bone. 

3. Treatment of Recurrent Cutaneous Cancers—When a cancer 
of the skin recurs after irradiation, as a rule further irradiation is not 
indicated. There is a loss of the original radiosensitivity, and a larger 
dose of irradiation would be required. At the same time the normal 
adjacent tissues are more prone to radiation ulceration. The location 
of the cancer, the amount of previous irradiation and the histologic 
type of the cancer must be taken into account before one may arrive 
at a decision for further treatment by this means. If the recurrence 
occupies only a small proportion of the original cancer, it may be 
treated by gold radon seeds or external irradiation with the healed area 
protected by lead. In the presence of spindle cell metaplasia, surgical 
excision is imperative. 

Cancers recurrent after incomplete excision do not respond to 
irradiation, as the cells are growing in scar tissue and the tumor is deep 
in or beneath the skin. In some instances, however, gold radon seeds 
have been inserted at intervals of 1 cm. along the line of incision or 
into the recurrent tumor if it is palpable. 

4. Selection of Treatment of Cancers of Certain Types and Origins.— 
The method of choice will be presented for some of the commoner types 
of cancer with which many surgeons have to deal. 

Bowen’s Disease: This tumor should be considered a true carci- 
noma, and the treatment should be the same as for squamous cell 
carcinoma. 

Paget’s Disease: While this lesion appears on the skin, it is asso- 
ciated with deeper tumors in the ductal system of the breast. For this 
reason it should be treated as carcinoma of the breast, with amputation. 

Cancer in Acrodermatitis Chronica Atrophicans: Irradiation fre- 
quently results in immediate or late ulceration, and wide surgical 
excision followed by skin grafting is the method of choice. 
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Cancer in Xeroderma Pigmentosum: The use of roentgen rays 
and radium has no place in the treatment of this disease. Excision 
by knife or endotherm or coagulation by diathermy or cautery should 
be undertaken. 

Cancer in Lupus Vulgaris and Lupus Erythematosus: In many 
instances the patients have received previous low voltage roentgen ray 
therapy for lupus, and the epitheliomas developing later are essentially 
scar tissue, which may not tolerate a cancericidal dose of irradiation. 
Wide surgical excision with plastic repair may be necessary. 

Arsenical Cancer: The epitheliomas which develop on these pre- 
cancerous lesions may be either squamous cell or basal cell in type. 
slowly growing, somewhat radioresistant and metastasizing late to 
regional lymph nodes. Because of their superficial nature in_ the 
majority of cases, they are usually treated by the application of radium 
plaques. Low voltage unfiltered and lightly filtered roentgen rays 
are also suitable for treatment either with the 100 kilovolt machine or 
with the Chaoul or Philips short distance outfits. When these lesions 
develop on the palms or soles, they often respond to irradiation but 
late necrosis may develop. This requires surgical excision, with con- 
siderable disability over a long period. ‘The current trend in the treat- 
ment of this type of cancer is toward wide and deep surgical excision 
followed by immediate whole thickness skin grafts. 

Cancer in Chronic Radiation Dermatitis: These cancers are notori- 
ously radioresistant. They are usually squamous cell carcinomas, 
occasionally exhibiting a spindle cell metaplasia, with a high degree of 
malignancy. They metastasize relatively early.to regional lymph nodes. 
The proper treatment is either wide surgical excision with immediate 
application of whole thickness skin grafts or electrocoagulation followed 
by endotherm excision and secondary skin grafting. 

Cancer in Burn Scars: These cancers are slowly growing radio- 
resistant neoplasms, almost invariably of the squamous cell type. Wide 
radical excision followed by skin grafting is the treatment of choice. 

All scar tissue is intolerant of irradiation, which presents the follow- 
ing difficulties: 1. The squamous cell cancers originating in scars are 
highly differentiated, adult, radioresistant neoplasms. 2. Owing to 
insufficient blood supply, the normal process of repair of the tissue 
reaction following irradiation is weak or absent in the scar bed. 3. The 
constant infection of these ulcers interferes with successful irradiation. 
+. Radionecrosis and sloughing occur quickly and with relatively low 
doses. When irradiation is unsuccessfully employed, it makes the 
base of the ulcer more fibrotic than ever and impairs healing. In such 
an event, the radiation therapy should be followed by wide excision 


and skin grafting. 


i 
A 


584 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Cancer in Draining Sinuses: Osteomyelitic, tuberculous or operative 
sinuses of long duration are sources of chronic irritation in which 
cancers, usually of the squamous cell type, not infrequently develop. 
The first problem is to eradicate the cause of the sinus if possible, 
and wide surgical or endotherm excision offers the only hope. In 
some instances, external and interstitial irradiation have been successful. 
Although essentially a scar cancer, the growth is usually papillary and 
somewhat radiosensitive. The divided dose technic rather than massive 
roentgen ray therapy gives better results. If gold radon seeds are 
used, they are inserted through the normal surrounding skin. Even 
after successful radiation, treatment débridement is often necessary. 

5. Treatment of Metastatic Carcinoma in Regional Lymph Nodes.— 
Indications for Dissection of Regional Lymph Nodes: The regional 
lymph nodes are never molested unless there is clinical evidence of 
their involvement by metastatic cancer. Aspiration biopsy of a lymph 
node may reveal carcinoma and thus establish the indication for 
treatment; a negative report following aspiration biopsy of a lymph 
node does not rule out the presence of metastases. The enlarged lymph 
nodes may subside if the infection in the primary cancer is controlled by 
hot antiseptic dressings but never if metastases are present. It is a 
safe rule to suspect all enlarged regional nodes of containing metastatic 
carcinoma until proved otherwise. 

Surgical Treatment: The dissection of cervical or inguinal nodes 
should be complete. This dissection never precedes the treatment of the 
primary cancer and is seldom done at the same time. The usual pro- 
cedure is to treat the primary cancer first by surgical excision or radia- 
tion therapy; when the wound has healed or the irradiated cancer 
exhibits satisfactory regression, the dissection of the lymph node-bearing 
region is performed. The interval between these procedures varies 
from one to three weeks. 

Radiation Therapy: Metastatic squamous cell or spindle cell car- 
cinoma cannot be cured by irradiation alone. If the diagnosis has 
been proved by aspiration of the enlarged nodes or if the presence 
of metastases in the nodes is strongly suspected, radical dissection 
followed by postoperative irradiation is the method of choice. Such 
radiation therapy is given prophylactically, not with the hope of - 
sterilizing residual cancer but to induce fibrosis in these tissues, prevent 
the reformation of new lymphatic channels and possibly exercise a 
restraint on the growth of any viable cancer left after the dissection. 

Individual cervical nodes containing metastatic carcinoma, if inoper- 
able or occurring in patients unsuitable for operation, may be treated 
by external irradiation with the protracted divided dose technic. The 
roentgen rays are applied with the following factors: 200 kilovolts: 
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0.5 mm. copper and 1 mm. aluminum filtrations; 50 cm. target-skin 
distance; circular ports through cones to encompass the involved nodes 
only and daily fractional doses of 200 to 300 r until each port has 
received from 2,000 to 3,600 r units. 

After the completion of external irradiation, supplementary inter- 
stitial radiation therapy may be used by the insertion of gold radon 
seeds in measured tissue doses. This treatment is more successful 
for cervical nodes containing metastatic carcinoma, because these nodes 
have strong capsules which restrain the carcinoma within the node. 
The axillary and inguinal nodes have delicate capsules often infiltrated 
by fat; metastatic cancers in these nodes may perforate the capsule early 
and invade the loose fat of the axilla or groin, thus defeating most 
attempts at control by irradiation. The involved lymph nodes, espe- 
cially in the cervical group, are exposed through a limited incision so 
that one may implant the radon seeds or small radium needles with 


greater accuracy. 
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CUTANEOUS CANCER FROM THE POINT OF VIEW 
OF THE RADIOLOGIST 


WILLIAM HARRIS, M.D. 
NEW YORK 


HE indication for type of treatment in cancer of the skin will 

depend on the following factors: age, life expectancy, location, 
occupation, invasion of bone and cartilage, previous treatment, nature 
of the tumor bed and previous trauma and its presence in scars. 

Regardless of the type of neoplasm, in very aged persons and others 
whose life expectancy is short, cure is often sacrificed for palliative 
effect. Therefore, for many patients for whom surgical excision rather 
than radiotherapy might be indicated, the latter treatment would be 
the method used. 

Carcinomas of the scalp or the extremities are usually treated better 
by surgical means. This is especially true for those of the feet and in 
the pretibial regions. Radiotherapy for young patients should not be 
used on parts of the body where there will be constant irritation or 
on exposed parts, such as the face and more especially the ears, which 
will be exposed to extremes of weather, especially cold and intense sun- 
light. 

Cancer resulting from roentgen ray burns and cancer in scars from 
other burns do not as a rule do well with radiation therapy. However, 
numerous small lesions, less than 1 cm. in diameter, can be successfully 
eradicated by radiotherapy. The results with radium therapy have not 
been uniformly good, especially in the early days before the establishment 
r’ unit of measure. It has been found that roentgen 


of the gamma 
rays are more easily applied and that the results are superior. This has 
been borne out in an experience of over 300 cases of cancer involving 
all parts of the body and of both squamous cell and basal cell types. 
It has been found that everything else being equal it 1s no more difficult 
to eradicate a primary tumor if it 1s a squamous cell than if it is a 
basal cell cancer 

The management of metastatic lymph nodes is mainly a surgical 
problem. However in cases in which this is contraindicated, long 
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palliation and a possible cure may be obtained by radiologic means 
(roentgen rays and intrinsic radon implantation ). 

For lesions 0.5 cm. in diameter or smaller, a single treatment of 
3,000 or 3,600 r is used. For larger lesions up to 3 cm. in diameter 
the dose is five times 900 r (80 to 100 kilovolts) given within ten days. 
When contact therapy is used (45 kilovolts, filter of 1.2 mm. of alumi- 
num and focus-skin distance 4.1 cm.), six times 1,000 r is the dose. 
With this technic the rate of cure among patients with primary tumors 
not previously treated was over 90 per cent. 

It has been found in general that invasion of cartilage is not a 
contraindication to radiotherapy unless the patient is exposed to 
extremes of temperature and sunlight, which may bring about the break- 
down of the scar at the site of the treated lesion. There is no advantage 
in electrocoagulation or desiccation of the lesion before roentgen ray 
therapy. A careful setup with the use of lead cut-outs over the lesion 
allowing a minimum of 0.5 cm. of healthy tissue around small lesions and 
larger areas of healthy tissue around larger lesions has been found to be 


a practical necessity for a high percentage of cure. 
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RADIOTHERAPY OF EPITHELIOMA OF THE SKIN * 


MAURICE LENZ, M.D. 
NEW YORK 


HE treatment of epithelioma of the skin by roentgen rays and 

radium is influenced by the accessibility of the growth to irradia- 
tion, by its radiosensitivity (as contrasted with the radioresistance 
of the normal tissues included in the irradiated field) and, finally, by 
the dosage and the technic of radiotherapy. 


ACCESSIBILITY 

Ninety-eight per cent of the basal cell and 75 per cent of the squamous 
cell epitheliomas of the skin are located on the head or neck, while 
2 per cent of the basal cell and 25 per cent of the squamous cell can- 
cers are found on the trunk and extremities. Basal cell epitheliomas 
usually grow slowly, often remain flat and show central excavation, 
and, except in certain locations, they rarely invade subjacent tissues 
and do not metastasize to regional nodes. Squamous cell epitheliomas 
are more likely to proliferate without undergoing necrosis, to form 
bulky growths or to invade and they metastasize in about 18 per cent 
of the cases. 

Because most epitheliomas of the skin are treated while they are 
still small and accessible, all types of therapeutic procedures are often 
successful. Curability decreases with increasing size of the growth 
on the surface, especially if the epithelioma tends to invade subjacent 
tissues or to metastasize. 

“Invasive” epitheliomas are more likely to have silent extensions 
and if they are squamous to have regional metastases. \ special ten- 
dency to invasive growth of basal cell epitheliomas is noted if they 
are located at the inner canthus of the eyelids or at the edge of the 
nostril and if they are located on the forehead, a site more common 
in women. Squamous cell epitheliomas with invasive tendencies are 
found on the pinna of the ear (mostly in men), in the external auditory 
canal (chiefly in women), on the dorsum of the hand and at muco- 
cutaneous junctions, e. g., the lower lip, the anus, the vulva and the penis. 


* At the request of the editor, all references have been omitted for thé sake 
of brevity. 

This paper is the sixth in a “Symposium on Diagnosis and Treatment of 
Cutaneous Cancer,” held at the New York Academy of Medicine, Section of 
Dermatology and Syphilis, on April 4, 1944. 
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Accessibility and radiocurability depend on the location, the extent 
on the surface and, more especially, the depth of the primary growth 
as well as the presence or absence of involvement of regional lymph 
nodes. 

RADIOSENSITIVITY OF TUMOR 

The second factor governing radiocurability is the inherent radio- 
sensitivity, i.e., the immediate response of the tumor as contrasted 
with the radioresistance of the normal tissues included in the irradiated 
field. The importance of this factor is best appreciated in the treat- 
ment of extensive epitheliomas, as small epitheliomas are frequently 
overradiated and destroyed, irrespective of their inherent radiosensi- 
tivity. Basal cell epitheliomas may regress with a slightly smaller dosage 
of radiation than that needed for well differentiated squamous cell 
growths of the same extent. Some poorly differentiated squamous 
cell epitheliomas, however, regress as readily as do basal cell tumors, 
e.g., bulky epitheliomas developing in sebaceous glands in the pre- 
auricular or masseteric regions. More radioresistant and preferably 
not treated by radiotherapy but by excision are the rare adenocarcinomas 
and adenocystic epitheliomas arising in sweat glands. In exceptional 
circumstances, however, radiotherapy may be preferable to operation, 
or vice versa, in cases in which this treatment ordinarily would not be 
emploved. 

RADIORESISTANCE OF TUMOR BED 


The normal tissues included in the field of irradiation are exposed 
to the same dose of radiation as the tumor. Whenever possible, there- 
fore, radiosensitive normal tissues should be excluded from the irradiated 
field. For instance, in roentgen ray therapy of epitheliomas of the 
eyelids, the globe is protected by inserting lead shields under the lids. 
Special lead shields are used to shield the testes when epitheliomas of 
the skin of the scrotum are irradiated. If such shielding is imprac- 
tical, the radiosensitivity of the irradiated normal tissues limits the 
dose which may be administered to the tumor and influences the technic 
of radiotherapy. 

Retrogressive radiation changes of all irradiated tissues normally 
follow intensive radiotherapy. Injury of the capillary layer at the 
edge of the rete pegs, i.e., about 1 mm. below the surface, probably 
accounts for erythema, exudation, depigmentation and telangiectasia 
which follow irradiation. Edema, folliculitis and late radionecrosis 
may represent damage of the coarser capillary layer at the limit of 
the subcutis, or about 2 mm. below the surface. Epilation suggests an 
effect of radiation at the level of the hair follicles 2 to 3 mm. below 


the surface. 
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Radiation damage of the tumor and of the normal tissues included 
in the field of irradiation is proportional to the amount of irradiation and 
1s In Inverse proportion to the duration of the treatment: The shorter 
the treatment, the greater is the damage, provided the total amount of 
irradiation is the same. The difference in the threshold of radio- 
sensitivity of the tumor and the tumor bed is reduced if the treatment 
is intensive and short; if, in addition, the dosage is slightly excessive, 
destruction of the epithelioma may be followed by atrophy and telan- 
giectasia of the irradiated skin. The time when radiation damage 
becomes clinically appreciable depends on the normal life cycle of the 
irradiated cells and the intensity of the radiation dose: The larger the 
radiation dose or the shorter the natural life cycle of the irradiated 
tissue, the sooner will the radiation damage be reeognizable. Thus, 
intensively irradiated short-lived epithelium of the skin and, more 
especially, of mucous membranes, will die and desquamate within a 
few days or weeks after the exposure. Similarly, irradiated long-lived 
connective tissue or bone may not show any radiation damage for 
months or even years following the treatment. Dilatation of capil- 
laries with consequent erythema may be seen early after a moderate 
radiation dosage. \With more intensive irradiation, greater dilatation and 
even rupture of capillaries with interstitial hemorrhage may occur soon 
after irradiation. Telangiectasia, obliterative endarteritis and hyalini- 
zation of the connective tissue take time to develop and may not appear 
for months or even years after radiotherapy has been completed. 

Poorly vascularized skin and subcutaneous tissues do not tolerate 
intensive radiotherapy well. The interference with the blood supply 
may have been produced by preceding disease, surgical trauma, intensive 
radiotherapy or other causes. If vigorously irradiated, this sclerotic 
tissue may undergo necrosis, as its blood supply is further decreased 

° by the intensive irradiation. This partially explains the poor results 
of treatment with roentgen rays and radium of lupus, carcinoma, epi- 
theliomas arising on the basis of old chemical or heat burns, most of 
which are well differentiated, and of scar epitheliomas of all kinds; 
it partly accounts for the failure of repeated radiotherapy for cancer 
in which preceding radiation has failed. Surgical treatment is prefer- 
able to radiotherapy in most of these cases. 

Cartilage or bone adjacent to an ulcerating epithelioma receiving 
cancericidal doses of radiation may be damaged by irradiation, and 
chondritis, osteitis or even chondronecrosis or osteonecrosis may develop. 
This is more likely in such sites as the pinna, nose, chin, forehead 
and scalp, in which there is little protective soft tissue between the 
perichondrium or periosteum and the irradiated skin. Occasionally 
epitheliomas invading the pinna or ala nasi have been cured by irradiation, 
and those which have not invaded the perichondrium or periosteum 
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are as curable by radiotherapy as epitheliomas in other portions of 
the body. The likelihood of radiation damage is increased if the toler- 
ance of the cartilage or bone has been previously impaired by the 
entrance of bacteria, invasion by epithelioma or interference with the 
blood supply due to previous operation or radiotherapy. Because of 
this fact, it is usually better to remove surgically epitheliomas invading 
cartilage or bone and to exercise special caution if radiotherapy is applied. 

Infection, except in persons with uncontrolled diabetes, is not usually 
a serious problem in radiotherapy of epitheliomas of the skin. Ordi- 
narily the infection is on the surface and disappears with the radiation 
slough of the tumor. Rarely a streptococcic or staphylococcic cellulitis 
or lymphangitis has to be cleared up before radiotherapy of the epi- 
thelioma is started. 


METASTASES TO LYMPH NODES 


The presence of metastases to lymph nodes from squamous cell epi- 
thelioma of the skin reduces the likelihood of a five year cure from 
the accepted figure of 54 per cent (without nodes) to 18 per cent 
(with nodes). Radical surgical treatment is preferable if the nodes 
are freely movable, small and only few in number. Radiation is better 
if the nodes are multiple or fixed. Roentgen ray therapy, insertion of 
seeds or radium or radon needles with or without surgical exposure 
or the use of teleradium has at times been successful, but more often 


is only of temporary value. 
TECHNIC 


The technic of the treatment of epithelioma of the skin with roentgen 
rays and radium is greatly influenced by a cansideration of the various 
factors just discussed. For instance, the extent of the epithelioma on 
the surface and, more especially, its invasiveness have a bearing on the 
size of the irradiated field, the target-skin distance and the filter, on 
the daily and total dosage, on the period of treatment and, finally, on the 
voltage if roentgen ray therapy is used. The radioresistance of the 
tumor bed, especially its blood supply, influences the daily and _ total 
dosage and the period and repetition of the treatment. Finally, such 
considerations as the general tolerance and life expectancy of the patient 
must be taken into account in planning the treatment. 

Decision as to whether to choose radium, its emanation gas, radon, 
or roentgen ray therapy depends on what available source of radiation is 
hest suited for the special location and extent of the epithelioma. 

Radium Therapy.—Radium may be used externally or interstitially. 
Radon may be substituted for the parent element provided its natural 


16 per cent daily decay is taken into account. 

In external radium therapy there are used special felt, rubber or wax 
applicators, which may be accurately molded to the outlines of the indi- 
vidual epithelioma, or ready plaques, trays and other applicators of fixed 
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shape and form, not adapted as precisely but nevertheless satisfactory 
for some epitheliomas which happen to fit the shape of the applicator. 
Applicators made of Columbia paste (paraffin, yellow wax and wood 
shavings) or those of dental modeling compound (Kerr) are molded 
while hot over the part to be treated; they are soft and pliable when 
heated and become hard and rigid when cooled. Ii it is practical, it is 
advantageous to include a bony prominence, e. g., the nose or jaw, so 
as to prevent shifting of the mold during treatment. Tubes containing 
> to 10 mg. of radium element or corresponding quantities of radon, 
filtered through 1 mm. of platinum or its equivalent, are distributed on 
the outside of the mold in accordance with accepted physical rules of 
the distribution of radiation. The mold is left on for the desired period 
and then removed. 

In a few institutions, 2 to 10 Gm. of radium eiement or its equivalent 
in radon have been concentrated in large, usually lead-lined, steel 
containers, called “packs” or “bombs.” They have a diaphragmed 
opening through which the radiation beam is directed, like that of an 
x-ray tube. This type of teleradium therapy is useful in the treatment 
of metastases to lymph nodes and occasionally for deeply invasive 
epitheliomas. 

For interstitial irradiation either needles or seeds are employed. The 
short active length of the gold or platinum seed (0.5 cm) limits its 
usefulness chiefly to superficial lesions in which homogeneous distribu- 
tion of radiation throughout the thickness of the tumor is relatively easy ; 
for deeper epitheliomas needles are preferable, as their radiating length 
may be varied from 1 to 5 cm., according to the thickness of the tumor. 
Seeds are usually filled with 1 to 2 millicuries of radon, whereas 
needles contain per centimeter of radiating length anywhere from 0.5 
to 10 mg. of radium element or a corresponding quantity of radon. 
Needles have to be removed after the desired period of irradiation ; seeds 
may be abandoned in the tissues, as the radon becomes practically 
inactive in a month and the seed either sloughs through the surface or 
becomes encapsulated like any foreign body. 

Seeds or needles of appropriate length are inserted into the tissue 
1 cm. apart. In small lesions they are inserted chiefly into the periphery 
of the tumor. In extensive epitheliomas additional needles or seeds are 
inserted into the center of the neoplasm. Allowance must be made for 
the poorer nourishment of the center of the neoplasm, as well as for the 
effect of the cross firing when irradiating with multiple needles or seeds. 
in accordance with standard physical rules for the distribution of 
radiation. 

The Field—In order to include possible silent extensions at the 
periphery of the epithelioma, the irradiated field should extend beyond 
the clinical limits of the growth. Multiple biopsies beyond these limits 
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may reveal much wider invasion and thus prevent failure of treatment, 
especially in extensive and in massive epitheliomas. If roentgen ray 
therapy is used, the width of the zone of apparently normal skin sur- 
rounding the cancer should be 0.75 cm. for epitheliomas which are less 
than 2 cm. in diameter. It should be widened to 2 or 3 cm. and in 
exceptionally large epitheliomas even to 5 cm., depending on the increas- 
ing extent of the epithelioma on the surface and especially on its tendency 
to invade subjacent tissues. Invasive epitheliomas may show a tiny 
surface tumor and a wide subsurface extension, like a submerged iceberg. 

If radium is used, one should follow the same general principles. 

Target-Skin Distance-—In contact roentgen ray therapy of very 
superficial epitheliomas, the usual target-skin distance is 1.8 to 4.1 cm. 
For deeper epitheliomas a distance of 15 cm. for fields of diameters of 
5 cm. and less and of 30 cm. for larger fields is recommended if 100 
to 135 kilovolts is used. For extensive invasive lesions, a target-skin 
distance of 50 cm. and 130 to 200 kilovolts are usually preferred. The 
target-skin distance for fungating lesions should be measured from the 
level of the skin and not from the top of the fungating neoplasm. The 
jungating part of the neoplasm is thus overirradiated without similar 
damage to the skin. A hollow radiation cone into which the mass 
fits facilitates this type of roentgen ray therapy. 

In external radium therapy of small noninvasive epitheliomas, the 
usual target-skin distance is 0.7 to 1 cm. ‘This may be increased up 
to 3.cm. for the more infiltrating types of growth. In teleradium therapy, 
target-skin distances of 6 to 14 cm. are employed. 

Filter —Roentgen ray therapy of superficial lesions with 45 to 100 
kilovolts is given without a filter or with one of 1 mm. of aluminum; 
for more invasive epitheliomas, 3 mm. of aluminum and 130 kilovolts, 
and for those penetrating still deeper, 0.5 mm. of copper and 200 kilo- 
volts are commonly used. 

The standard filters for radium have usually been of 1 mm. of 
platinum or its equivalent for radium tubes, 0.5 mm. of platinum for 
radium needles and 0.3 mm. of gold for gold seeds. 


Voltage-—Most epitheliomas of the skin do not penetrate deeper than 
the first centimeter, and only few extend beyond 3 cm. below the surface. 
If 45 kilovolts, a 2 cm. field and 4.5 cm. target-skin distance are used, 
the depth dose at 0.5 cm. is 40 per cent and at 1 cm. 23 per cent. 
With roentgen rays of 50 to 60 kilovolts, that is, 0.9 angstrom, 87 per 
cent of the radiation is absorbed within the first centimeter of tissue. 
Most epitheliomas of the skin are probably still treated with voltages 
of about 100 kilovolts, though for the more invasive types 130 or 200 
kilovolts is preferred. 
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Repetition of Treatment.—lf one hopes to cure an epithelioma, a 
single irradiation treatment is given. This first and only treatment may 
consist of one exposure or of a series of exposures, but once completed 
it is never repeated unless the epithelioma has persisted or has recurred. 
This is done so as to avoid reirradiating previously treated normal tissues 
forming the tumor bed. The retrogressive radiation changes in normal 
tissues occurring after intensive radiotherapy have been discussed under 
the heading of “‘Radioresistance of the Tumor Bed.” Ii a cure is not 
expected, weak radiation intensities are repeated from time to time in 
order to restrain growth and relieve symptoms. Repetition of such 
sublethal noncancericidal doses every few weeks or months, however, 
does not destroy cancer completely. The cancer cells which are not 
killed reproduce between treatments and present a front of fresh, undam- 
aged daughter cells when the growth is again irradiated. The blood 
vessels and connective tissue of the tumor bed, on the other hand, are 
not replaced by new ones but cumulate the damage of each successive 
exposure and finally succumb, undergoing radionecrosis. In attempts at 
curative radiotherapy, all treatment is therefore completed before notice- 
able retrogressive radiation changes have taken place in the irradiated 
blood vessels and connective tissue, 1. e. within two or two and a half 
months. These normal structures, then, are able to tolerate the damage 
of this first and only series of intensive radiotherpy. 

Criterion of Adequate Dosage.—A cancericidal dose tor each variety 
of epithelioma has as yet not been accurately determined. For all epi- 
theliomas it is therefore cutomary to administer a radiation dose which 
will destroy the epithelium from which the epithelioma originated and vet 
allow the corium to live, so as to permit reepithelization of the denuded 
area of skin. Irrespective of the technic of irradiation, correct irradiation 
should produce a complete wet desquamation of the irradiated epidermis, 
leaving under it a denuded, raw bleeding corium. Healing after denuda- 
tion occurs by ingrowth of epithelium from the edges just outside the 
irradiated field and from a few epithelial cells in the depths of the 
hair follicles, which escaped destruction by the radiotherapy. The speed 
with which healing takes place depends on the size of the denuded area 
which has to be covered and the radiation damage to the underlying 
blood vessels. Healing is prompt in small areas and slower in larger 
ones and may take from one to several weeks. Epithelization may be 
slow or even inadequate to cover the defect if the amount of irradiation 
has been too great, if it was given in too short a time, if the field has 
been too large or if the nourishment of the normal tissues included in 
the irradiated field has become impaired. In extreme circumstances 
pinch or even pedicle grafts are needed to cover the nonhealing denuded 
area. Epitheliomas have been cured with lower dosage and without 


wet desquamation, vet I should not like to recommend this method. 
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On the other hand, wet desquamation only denotes adequate dosage 
at the level of the desquamation and gives only indirect information 
as to the sufficiency of radiation below this level. Though the 
threshold of the radiation dose which will produce a wet desquama- 
tion is narrower and therefore more reliable than that which will cause 
an erythema, it indicates only the minimal and not the maximal dosage 
which has produced this reaction. 

Massive Versus Fractional Radiotherapy.—Decision as to whether 
to administer the entire dose in one exposure or to fractionate it into 
several treatments depends on the size and vascularization of the 
irradiated area. The shorter the period of treatment, the greater the 
effect on the tumor, but also the more damaged are the blood vessels 
and the connective and other normal tissues included in the irradiated 
field. If one administers the entire dose in one massive exposure, there 
is less difference in the injury to the tumor and tumor bed than if this 
dose is fractionated. In this form of radiotherapy, destruction of the 
epithelioma may be accompanied by destruction of the normal tissue 
included in the field of irradiation. Massive therapy is therefore confined 
to small fields located in nonvital areas and may be used for the average 
superficial basal cell epithelioma 1 to 2 cm. or less in diameter. Frac- 
tional radium or roentgen ray therapy may be as effective in the treat- 
ment of cancer as massive therapy is, yet it spares the normal tissue 
more. It is preferable to the massive method of treatment when the 
tolerance of the tumor bed is low, the field to be irradiated is large and 
repetition of exposures is not inconvenient to the patient. Fractional 
therapy would be chosen for treatment of epitheliomas near cartilage, 
as massive therapy would be more likely to cause chondronecrosis. 

Total and Daily Dosage—Dosages vary in different clinics. The 
total dose is increased if the size of the field is made smaller. With 
contact roentgen ray therapy in so-called “caustic irradiation,” single 
doses of from 6,000 to 12,000 r have been administered and good heal- 
ing has resulted. Three thousand roentgens with 100 kilovolts, 15 cm. 
target-skin distance and no filter (half-value layer-1 mm. of aluminum ) 
for basal cell epitheliomas 1 cm. in diameter has yielded satisfactory 
results. A total dose of 4,000 to 6,000 r, depending on the size of the 
held, fractionated into daily dosages of 250 or 500 r every other day 
leaves a better scar and may be more effective. With 130 and 200 kilo- 
volts, smaller daily and total doses are needed, in view of the greater 
volume of irradiated tissue and the increased scattered irradiation. 

With external radium mold therapy at 0.7 cm. target-skin distance, 
1,000 milligram hours and a filter of 1 mm. of platinum to a 2 by 2 cm. 
field used to be a standard dosage. Nowdays 4,500 to 7,000 r of gamma 


radiation is usually given to fields of various sizes. 
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Teleradium dosage varies with the target-skin distance and the size 
of the field. In interstitial therapy, 1 millicurie destroyed or 133 milli- 
gram hours per cubic centimeter of tissue was formerly the standard. 
Nowadays one attempts to obtain in from five to ten days a tumor 
dosage of 4,000 to 6,000 r of gamma rays for basal cell epitheliomas 
and from 6,000 to 7,000 r for squamous cell epitheliomas. 

Operation or Radiotherapy—Decision as to whether a particular 
epithelioma should be treated by radiotherapy, electrocoagulation, appli- 
cation of zinc chloride or excision depends on the experience and skill of 
the person making the decision, on the availability of the proper equip- 
ment and on the extent and location of the epithelioma. Radiotherapy 
might be preferable for parts of the body where resection and plastic 
repair would be deforming, e. g. on the nose. Surgical treatment would 
be better than radiotherapy in most cases with invasion of fibrous tissue, 
bone or cartilage, e. g., in deep or extensive epitheliomas of the scalp, 
auricle, etc. It would be preferable where the tumor bed is poorly 
nourished, e. g. in epitheliomas on the basis of an old lupus or a burn 
or after failure of radiotherapy, especially if telangiectasia and atrophy 
are present. Electrocoagulation might be chosen as a palliative measure 
in the treatment of an inoperable lesion recurring after radiotherapy. 
As far as curability of the average epithelioma is concerned, it is 
immaterial whether one uses radiotherapy or surgical intervention pro- 
vided adequate treatment is applied to all cancer cells. Success depends 
on the appreciation of the extent of the growth and its adequate treat- 
ment during the first and only treatment. 


SUMMARY 


The use of roentgen ray and radium or radon for the treatment of 
epithelioma of the skin is influenced by the accessibility of the growth 
to irradiation, by its radiosensitivity as contrasted with the radio- 
resistance of the tumor bed and, finally, by the dosage and technic of 
radiotherapy as discussed in the preceding pages. 


GROSS PATHOLOGY OF CUTANEOUS CANCER 


ARTHUR PURDY STOUT, M.D. 
NEW YORK 


N THIS brief survey, the biologic characteristics of the principal 

malignant epithelial neoplasms of the skin will be presented from the 
point of view of gross morphology and its importance in diagnosis, 
prognosis and treatment. Melanomas will be excluded, and the group 
to be considered will consist of basal cell and squamous cell epitheliomas, 
including Bowen's disease, and carcinomas of sweat and sebaceous 
glands. An idea of the relative frequency of these tumors may be gained 
when it is stated that during a ten year period there were recorded in 
the laboratory 1,224 malignant tumors of the skin—605 of these were 
basal cell cancers; 309 were squamous cell tumors, including -Bowen’s 
disease; 21 were sweat gland carcinomas, and 2 were sebaceous gland 
cancers. The remainder consisted of 150 malignant melanomas, 55 
sarcomas and 82 secondary neoplasms. 

In order to obtain a broad general view of cancer, one should 
visualize it as starting from a focal point or occasionally from several 
jocal points and growing centrifugally in all directions. For some reason 
not understood, the growth and spread does not take place at an equal 
rate in all directions in every tumor but tends to expend its chief 
growth energy in one of three different directions. For the skin these 
are: first, outward from the body surface and at right angles to it, 
producing a projection; second, in the exact opposite direction—that 
is penetrating inward into underlying tissues producing early ulcera- 
tion—and, third, parallel with the body surface, either within the 
epidermis alone or involving both epidermis and papillary layers. There 
are, of course, exceptions in which a tumor may display two or even 
all three of these growth characteristics in equal degree, but the majority 
can be so divided. 

These features account for the gross appearance of the tumors and 
have some bearing on their treatment and prognosis. Of the squamous 
cell cancers, the deeply penetrating ulcerating tumors are most often seen 
in irradiated and other scarred areas while the spreading superficial 
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tumors include Bowen’s disease and other intraepidermal epitheliomas. 
In the case of basal cell cancer, the deeply infiltrating tumors are the 
rodent ulcers and the superficial spreading ones are the multicentric basal 
cell epitheliomas and self-cicatrizing “field fire’ tumors. Of the much 
rarer sweat gland and sebaceous gland carcinomas, examples of the 
spreading form have not been described. Many of the tumors are 
projecting, a few infiltrating and some a combination of the two. 

In general, one can say that as a group the infiltrating tumors are 
the most malignant and hardest to eradicate. The projecting tumors are 
much less malignant and much easier to cure because of the absence of 
deep penetration. The superficially spreading tumors are also less mali- 
gnant and present no difficulties so far as deep penetration is concerned. 
The question of metastasis seldom arises, except in the case of squamous 
cell epithelioma. Here the rule holds, for it is the deeply penetrating 
ulcerated squamous cell tumors which most frequently metastasize. 
Metastases from basal cell epitheliomas and sweat gland and sebaceous 
gland carcinomas are so rare that no generalization about them is per- 
missible. There are records of two examples of metastasis in each of 
these three types of tumor in the laboratory of surgical pathology of 
Columbia University. Most of them occurred in tumors which both 
projected and infiltrated. 

It must be emphasized that this statement is not intended to express 
an inflexible rule but is simply a possibly useful generalization about 
the growth tendencies of these malignant tumors. 
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HISTOPATHOLOGY OF CUTANEOUS CANCER 


WILBERT SACHS, M.D. 
NEW YORK 


| a brief review of a large subject, only the important features can 
be enumerated with litthe or no explanation of many others being 
made. Therefore, | believe, 1 need not consider the adnexal neoplasms, 
as syringoma, trichoepithelioma, multiple benign cystic epithelioma 
and the others. hese are either nevi or nevoid lesions and are not 
malignant. 

E-pitheliomas of the skin are epithelial neoplasms which are malig- 
nant. There are three large groups, depending on the cells involved: 
basal cell, prickle cell and undifferentiated cell. These may be sub- 
divided into intraepidermic and extraepidermic, and these, in turn, 
may be either “en masse” or “disseminated.” 

Basal cell epithelioma may occur anywhere on the skin and even 
on the mucous membrane. The growth is composed entirely of basal 
cells which have hyperchromatic nuclei and only a small amount of 
cvtoplasm, and the cell outlines are not present. While normal basa) 
cells contain prickles, those of the neoplasm do not. There may be 
some mitotic figures, but they are not abundant. The tumor may come 
irom one point or many points (multicentric). This is of little import 
except in the case of superficial basal cell epitheliomatosis. It may 
take on any configuration, even simulating that of glandular tissue. 
Pigment and cystic formation may or may not be present. 

Spinobasal cell epithelioma is synonymous with intermediary or 
transitional cell epithelioma. ‘This type, in the main, is a basal cell 
epithelioma, within which there may be some whorls and pearls, and 
prickles are seen in some areas. 

Epitheliomas developing in the sweat apparatus are of the basal 
cell variety. These may develop from the duct or from the glandular 
portion. 

While it is generally agreed that the spinobasal cell epithelioma can 
and at times does metastasize, it is doubted by many that this can take 
place in a pure basal cell variety. However, I believe that even this 
type does metastasize, as I have specimens to show such occurrence. 


This paper is the eighth in a “Symposium on Diagnosis and Treatment of 
Cutaneous Cancer,” held at the New York Academy of Medicine, Section of 
Dermatology and Syphilis, on April 4, 1944. 
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The term “ prickle cell epithelioma”’ is more scientific than “squamous 
cell epithelioma.” As squamous cells cannot proliferate, naturally they 
cannot give rise to a neoplasm. However, the term has been used 
so long that it is still retained. The diagnosis of this variety depends 
not only on the hyperplasia of prickle cells but on the evidence of 
malignancy in them, such as whorls, pearls, keratinization, mitotic 
figures, anaplasia and dyskeratosis. Pearls, keratinization and accel- 
erated dyskeratosis are present in the less malignant epithelioma, while 
whorls, mitotic figures and retarded dyskeratosis are to be seen in the 
more malignant epithelioma. In grading prickle cell epitheliomas one 
must consider not only Broder’s classification but the aforementioned 
evidences of malignancy. For classification of a carcinoma grade 4, 
regional lymph nodes should be present. 

In considering the malignancy of basal cell and prickle ‘cell epi- 
theliomas, one must pay special attention to the state of the palisade 
layer and also to the inflammatory protective zone. When the palisade 
layer is intact, the neoplasm is intraepidermic and therefore “en masse” ; 
with a disruption of this layer the neoplasm is extraepidermic and 
either “en masse” or “disseminated.” It is then clear that with an 
intact basal cell margin, regardless of the type, the tumor is relatively 
benign and there is no opportunity for metastasis. 

The inflammatory zone beneath the growth is considered by some 
as one of the predisposing factors for the development of the tumor. 
Others, however, feel that it is a protective mechanism. I agree with 
the latter group and feel that a productive inflammatory zone is present 
in the less malignant neoplasms while the exudative protective inflam- 
matory zone indicates a more malignant process. The inflammatory 
protective zone is an aid not only in diagnosis but in prognosis. 

The jast, and most malignant, group is that of the anaplastic, 
embryonic or undifferentiated cell epitheliomas. In general, the cells 
are large, with large deeply stained nuclei, a considerable amount of 
cytoplasm, which becomes somewhat granular, and distinct cellular 
outlines. The cells are usually round and have many mitotic figures. 
When the cells divide by amitosis, rather than mitosis, the malignancy 
is increased. 

Of this group the least malignant is Bowen’s tumor, a neoplasm 
which is rare. It develops from preexisting Bowen’s disease. The 
cells are large but vary in size. They have many multinucleated cells 
(Bowen’s cells), and frequently there is a clear cytoplasm. The prickles 
are lost. 

The next group is that of the anaplastic epitheliomas which may 
arise directly from the epidermis or from the periphery of a previous 
basal cell or prickle cell epithelioma. When the tumor arises directly 
from the epidermis, it is frequently from a senile keratosis. Lesions 
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on the mucocutaneous junction often show evidences of malignancy 
without neoplastic development. These do go on to anaplastic epi- 
thelioma. Of course, one must be careful to rule out pseudoepithelioma- 
tous changes. 

Paget’s tumor develops from either the epidermis or the ducts or 
both. Although many authors have reported extramammary primary 
Paget’s disease, I do not believe that this occurs. There is considerable 
doubt whether the reported cases were not cases of Bowen’s disease 
rather than of Paget’s disease. 

There are some terms that need a few words of explanation. I do 
not use the term “epidermoid carcinoma.” A carcinoma may originate 
from the epidermis or follicle; some come from both. In general, those 
from the follicle wall are not so malignant as those from the epidermis. 
Instead of stating that a carcinoma (epithelioma) develops in situ, 
I use the terms “intraepidermic’”’ or “extraepidermic.” The term 
‘spindle cell epithelioma” is a misnomer. In many instances in which 
the tumor is large or is growing into fibrotic tissue the cells will become 
compressed and flattened and appear spindle shaped. 

The classification of epithelioma of the skin into basal cell, prickle 
cell and anaplastic cell is given in order of their degree of malignancy. 
While there may be considerable overlapping in specific instances, in 
general the classification is correct. The degree of malignancy varies 
from relative benignancy to highest malignancy. The epitheliomas of 
slightest malignancy are of such a nature as to make some authorities 
believe that they belong among the nevi rather than among the 
carcinomas. 

Finally, in many cases the pathologic picture is necessary not only 
to make a diagnosis of epithelioma but to show the variety and activity 
of the lesion and, therefore, is most essential in the prognosis and suc- 
cessful treatment of the disease. 


DISCUSSION 
ON PAPERS OF DRS, TRAUB, ANDREWS, WEBSTER, PACK, HARRIS, 
LENZ, STOUT AND SACHS 

Dr. ANTHONY C. Crpo_Ltaro, New York: It has been a great privilege to 
listen to so many renowned experts in the field of cancer. Although it is difficult 
to discuss all these papers, I shall reiterate some of the more important points 
pertaining to the general subject of cutaneous cancer. 

Drs. Stout and Sachs have described the essential features of the main varieties 
ot cancer and in the main are in agreement on all important details. I think that 
in a discussion of cancer of any organ or of any type it is always important to 
emphasize the danger of metastasis. It is true that basal cell epitheliomas do not 
metastasize except in extremely rare instances, as Dr. Stout said, but squamous 
cell epitheliomas do metastasize, especially when they are either neglected or poorly 
treated. Bowen's disease has been considered to be a precancerous dermatosis, 
but, as Dr. Stout pointed out, it is a true intraepidermic epithelioma and occa- 
sionally it may take on characteristics of a squamous cell epithelioma. 
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Dr. Traub classified the clinical types of basal cell epitheliomas. This classifi- 
cation is important not only in visualizing the various clinical types but in evaluating 
their course. I am sorry that I have to disagree with a few minor details. 
Extensive lesions of basal cell epitheliomas on the eyelid, in my opinion, are better 
handled by a surgeon. No one can doubt the excellent results obtained by Dr. 
Traub in the treatment of this and other types of extensive basal cell epitheliomas, 
but I doubt that there are many dermatologists who are as skilled as he is in 
handling these cancers with electrosurgical eradication. Small lesions on the ear, 
even of the squamous cell variety, rarely if ever metastasize and are well handled 
by electrosurgical destruction. I have found that the multiple superficial- type of 
basal cell epitheliomas is resistant to radiation, and my preferred method of treat- 
ment is with electrosurgical excision and curettage under procaine hydrochloride 
anesthesia. 

Drs. Pack and Webster adequately emphasized the importance of selection of 
cases. Not all cutaneous cancers are amenable to the same type of treatment, 
even to the same type of surgical procedure. The many factors, such as age of 
patient, duration, location and size of lesion, type and grade of malignancy, pre- 
vious treatment and type of soil from which the epithelioma arises, are important 


considerations in the selection of the proper method of treatment. Dr. Webster. 


is right when he states that the healing period is long after electrosurgical pro- 
cedures. I agree with him, but against these disadvantages there are certain 
advantages of electrosurgical procedures, some of which have already been men- 
tioned by Dr. Traub. Some of the advantages are the elimination of hospitali- 
zation and general anesthesia and the minimizing of shock, nervous tension and 
expense. Most electrosurgical procedures can be carried out in an office with 
procaine anesthesia, just as any simple minor operation is. 

Dr. Harris showed that many cutaneous cancers which can be adequately 
treated by surgical procedures also can be treated with irradiation. He also 
discussed in a limited way the mechanics and the physics of roentgen ray therapy. 
He is particularly partial to contact therapy for the treatment of superficial cancer. 
Since Dr. Harris brought up the question why dermatologists do not use contact 
therapy oftener, it may be well to mention a few reasons. Contact therapy is of 
limited usefulness in dermatology. It is useful only for small lesions, such as 
cutaneous cancers, warts, keratoses and other small similar lesions, because the 
field of irradiation is small. Most of the dermatoses that a dermatologist is called 
on to treat are generalized, and contact therapy apparatus would be inadequate 
for this purpose. Another reason why it is unnecessary for a dermatologist to 
have an extra expensive machine in the office is that practically everything that 
can be done with a contact therapy apparatus can also be done with a modern 
shock-proof machine. The only possible difference is that instead of delivering 
a cancer-killing dose in twenty to thirty seconds it may take a minute or two. 
In other words, the increased intensity obtainable with the contact apparatus can 
also be obtained with a modern shock-proof apparatus by decreasing the distance. 
between the surface of the lesion and the anode. 

I do not believe that dermatologists should minimize the danger of either an 
acute or a chronic radiodermatitis. One must bear in mind, as statistics show, 
that in about 25 per cent of the patients with radiodermatitis cancer develops. 
Many dermatologists over a period of years have experienced, and so have I, 
that following a single erythema dose of roentgen rays atrophy and telangiectasia 
developed years later. One should not forget the disastrous results from treating 
hypertrichosis with roentgen rays. One is justified in obtaining a first or second 
degree radiodermatitis during treatment of cutaneous cancer, but one is never 
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justified in obtaining roentgen erythema during treatment of inflammatory derma- 
toses. It is also my conviction that a simple basal cell epithelioma should not be 
treated with such intense radiation that radiation ulceration is produced, because 
a basal cell epithelioma is benign and nonmetastasizing whereas the epithelioma 
which follows a severe radiodermatitis or a radiodermatitic ulcer is of the 
squamous cell type and may be metastatic. I do not believe that dermatologists 
are justified in risking the development of a more serious type of cutaneous cance! 
in order to cure one of a benign type. 

I was glad that Dr. Lenz showed what can happen when a cancer is poorly ot 
inadequately treated. The surgeons as well as the radiologists have stressed the 
point that cancer must be destroyed completely when it is first seen. Temporizing 
with a little bit of desiccation or a little bit of roentgen rays or with solid carbon 
dioxide, with an acid or with the electrolysis needle not only is inadequate treat 
ment but actually subjects the patient to greater danger than if the lesion had 
been left alone. When a combination method of treating a cutaneous cancer 1s 
used, each method must be of sufficient intensity if used alone to destroy a cance! 
[his brings up the question as to what advantage there is to a combination method 


In most instances either surgical treatment which includes electrosurgical pr 
cedures or radiation alone is sufficient for practically all lesions. When the two 
methods are judiciously and expertly combined, the results from the treatment 
of all types of cutaneous cancers are almost perfect. If rare instances in which 


the tumors are deeply infiltrating or are inaccessible, a combination of radiation 
and surgical excision is of inestimable value. Those treating cancer realize that 
critical judgment based on experience is of the utmost importance in carrying 
out any treatment aimed at destroying cutaneous malignant neoplasms. 

Two of the speakers mentioned the development of basal cell epitheliomas in 
radiodermatitis and in chemical burns. This must be considered most unusual, 
because the type of epithelioma which usually develops in radiodermatitis or in 
chemical burns is of the squamous cell variety. Of course, in radiodermatitis 
even sarcoma may develop, but this is also extremely rare. 

The speakers did not advocate extensive, widespread and heroic surgical treat- 
ment for basal cell epitheliomas, nor were excessive doses of roentgen rays recom- 
mended for the treatment of these relatively benign cutaneous neoplasms. From 
their discussion I gathered that the average dose administered for an ordinary 
epithelioma without metastasis is in the neighborhood of 4,000 r. I am glad that 
doses of 20,000 or even 10,000 were not recommended. Such tremendous doses 
for the treatment of cutaneous cancer are never justified, in my opinion. 

One further point to be emphasized is that a patient with a severe or dangerous 
cutaneous cancer is apt to do better when the method of treatment is selected 
by a cancer team, made up of a surgeon, a radiologist, a dermatologist and a 
pathologist. Some institutions already have such a setup. It is unfortunate that 
all those institutions treating cancer do not have such cooperative facilities. It is 
gratifying to note that mortality statistics of cutaneous cancer have shown an 
improvement while mortality statistics for cancer of other organs continue to rise. 

In summarizing, I wish to emphasize particularly the following points: 
1. I oppose the extreme measures employed by some in treating basal cell epi- 
theliomas, because there is no necessity for them. 2. Each case of cancer of the 
skin presents a different problem and requires individualized rather than routine 
treatment. 3. Some cases of cutaneous cancer require the combined judgment of 
a cancer team for optimal results. 4. Inadequate treatment is to be condemned. 
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AN UNUSUAL CASE OF WARTS 


OSWALDO G. COSTA, M.D. 


Extramural Teacher at the Faculty of Medicine 
BELLO HORIZONTE, BRAZIL 


HE clinical report of this case seems justifiable for various reasons. 
Because of the lack of treatment, the warty lesions became exten- 

sive, numerous and abnormal in size. 
On the dorsal surface of each foot there was a veritable warty 
carapace which covered the whole of the underlying skin surface. Both 


Fig. 1—Piantar warts in form of mosaic. 


the finger nails and the toe nails were atfected by the disease, the latter 
more than the former. The inner and outer canthi, which were affected, 
are not frequent sites for warts. On the palmar and plantar surfaces, 
besides the large number of warts there was hyperkeratosis. The hyper- 
keratosis of the palms was due to the patient's occupation—he was a 
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iarm hand—while the plantar hyperkeratosis was due to a variety of 
traumatisms caused by the habit of going about barefoot. 

Neither direct nor cultural mycologic examination showed the pres- 
ence of fungi. Histopathologic examination showed extensive common 


Fig. 2—Common warts covering entire dorsa of the feet. Toe nails extensively 
involved. 


palmar and plantar warty growths which were associated with hyper- 
keratosis. 
REPORT OF CASE 
A. D., a 30 year old unmarried Brazilian farm hand living at Curvelo, in the 


district of Santa Rita do Cedro, was admitted to Prof. Antonio Aleixo’s ward on 


May 7, 1941. 
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Family History—The parents and five brothers of the patient are alive and 
healthy. Two brothers had warts which disappeared spontaneously. Collateral 
relatives are in good health. 

Personal History—The patient had measles, whooping cough and chickenpox 
in infancy, but there was nothing else of interest in the history. 


History of the Present Disease—The patient stated that about fifteen years 


th 


previously numerous lesions appeared on his forearms, hands, legs and feet; these 


lesions have persisted. 


Fig. 4—Common warts at the internal angle of the palpebral fissures 


Physical Examination.—General examination revealed nothing abnormal. The 
mucous membranes were healthy. s 

Dermatologic Examination.—The lesions were situated on the forearms, hands, 
legs, feet and inner and outer canthi of the eyes. All the primary lesions except 
those on the palmar and plantar surfaces were found to be proliferating mono- 
morphous rounded papules with a grayish surface covered with small erect pro- 
jecting corneal salients. The papules were firm to the touch and were movable 
over the underlying plane. They caused no neighboring inflammation and were 
quite painless. The palmar and plantar lesions were different, because some of 
them were smooth localized hyperkeratoses while others were hyperkeratoses with 
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Fig. 3—Common warts on the dorsa of the hands. 
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Fig. 5.—Section showing histologic structure of common warts. Lesion on the 
right palm. 


Fig. 6.—Section showing histologic structure. Lesion on the left sole. 
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grooves and hollows. The palmar and plantar lesions were painless, for the 
patient did all kinds of manual labor and walked barefoot. On each sole there 
was diffuse hyperkeratosis which at some points showed intersecting furrows and 
well marked hollows (fig. 1). But when the lesions as a whole were analyzed it 
was seen that they were confluent, completely covering the underlying skin with 
a veritable warty carapace. Some toe nails were dystrophic, loose from their 
nail beds and wholly or almost entirely covered with warts (fig. 2). Nearly all 
the nail beds were affected. Grayish slightly raised lesions were seen on the legs, 
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Fig. 7.—Section showing histologic structure. Lesion on the dorsum of the 
left foot. 


and there were two gigantic warts on the left knee. There were numerous warts 
on the backs of the hands, some of them isolated and others confluemt, as on the 
right forefinger, which was completely covered. There were periungual and sub- 
ungual lesions (fig. 3). On both palms the warts were numerous and dissemi- 
nated, some being smooth and others rough or furrowed. There were two warts 
at the inner canthus of each eye (fig. 4). 

Laboratory Examination—The Wassermann and Kahn reactions were negative. 
Direct and cultural examination did not reveal fungi. The histopathologic exami- 
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nation was carried out by Dr. Junqueira, whose report was as follows: “In all 
the specimens the lesions observed were the same—hyperkeratosis, hypergranu- 
losis, hyperacanthosis and papillomatosis. There was slight perivascular infiltration 
of lymphocytes. In two of the sections, 1 and 3, the rete plugs were longer and 
flattened (figs. 5, 6 and 7). 

The anatomopathologic diagnosis was: common warts of the palmar and 
plantar variety. 


Rua Ceara, 1691. 


‘ 
| 
O09 
| 


EPIDERMOLYSIS BULLOSA SIMPLEX OF THE 
HANDS AND THE FEET 
A Genetic Study of the Hereditary Type 


STURE A. M. JOHNSON, M.D.* 
Assistant Professor of Dermatology and Syphilology, University of Michigan Medical School 
AND 


AVERY R. TEST, Ph.D.7 
Junior Geneticist, University of Michigan 
ANN ARBOR, MICH. 


PIDERMOLYSIS bullosa is a disease of the skin which is captious 

in its various manifestations. Of these, involvement of just the 
hands and the feet without any residual scarring or other cutaneous 
changes is one of the most unusual. 

In 1895 Elliot? reported the first of such cases, that of a 30 year 
old white man who had suffered from the disease since he was 5 years 
of age. The bullae manifested themselves especially in warm weather. 
The bullous elevations arose without precedent redness after walking 
or rowing or after using a hammer or screwdriver. There was an 
associated hyperhidrosis of the hands and the feet and often bromhidrosis 
of the latter. There were no subjective symptoms except pain after 
the bullae had ruptured and left raw surfaces. Examination revealed 
bullae of all sizes on the hands and the feet, some of which had arisen 
on the latter during his walk to the consultation. Treatment of many 
types had been tried but was of no avail. The patient’s father had 
bullae only on the feet. 

Lustgarten* a year later stated that he had 2 patients who had 
blisters involving only the palms and the soles. He expressed the 
belief that these milder types of epidermolysis bullosa were not so rare. 


Records of all persons described in this report are on permanent file in the 
Heredity Clinic, University of Michigan. 

Support of this research was provided in part by the Horace H. Rackham 
School of Graduate Studies. Ss 

* Studies and contributions from the Department of Dermatology and Syphi- 
lology of the University of Michigan Medical School; service of Dr. Udo J. Wile 
and Dr. Arthur C. Curtis. 

+ Studies and contributions from the Department of Human Heredity of the 
Laboratory of Vertebrate Biology, University of Michigan. 

1. Elliot, G. T.: Two Cases of Epidermolysis Bullosa, J. Cutan. & Genito- 
Urin. Dis. 13:10-18 (Jan.) 1895. 

2. Lustgarten, S., in discussion on Elliot, G. T.: A Case of Epidermoloysis 
Bullosa, J. Cutan. & Gen.-Urin. Dis. 14:26-27 (Jan.) 1896. 
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This view was also expressed by Waisman.* Greenberg * found an 


incidence of 0.2 per cent among dermatologic patients seen in an army 
station hospital during a two year period. More recently, Mooney ° 
has reported an incidence of 0.4 per cent. 

Since the original cases of Elliot * and Lustgarten,? others have been 
presented by Cane,® Gilmour,’ Cole and Driver,* Wertheimer * and 
Lerner.‘° Cockayne," in his interesting article entitled “Recurrent 
Bullous Eruptions of the Feet,’”’ cited an instance in which a brother 
of one of his patients had blisters on the hands as well as on the feet. 
Since 1942 reports calling attention to the importance of recognition 
of the mild form of epidermolysis bullosa in members of the armed 
forces have been noted by Leider and Baer,’? Mansur,!* Frank,'* Wais- 
man,®> Greenberg * and Mooney.* In some instances, a medical dis- 
charge from the service had been necessary owing to the impossibility 
of preventing or controlling blistering of the hands and the feet. The 
failure to differentiate the cause of the bullous formation from dermato- 
phytosis, dermatitis venenata and impetigo of the feet had necessitated 
much useless hospital care, prior to the recognition of the disease by 
the aforementioned observers. During a period of rest in bed, the 
lesions of the hands and the feet responded well to any form of therapy. 
In a few instances blisters immediately appeared after resumption of 
walking even about the ward. These authors recognized and stressed 


3. Waisman, M.: Recurrent Bullous Eruption of the Feet and Hands, J. A. 
M. A. 124:1247-1250 (April 29) 1944. 

4. Greenberg, S. I.: Epidermolysis Bullosa, Arch. Dermat. & Syph. 49: 
333-334 (May) 1944. 

5. Mooney, J. L.: Epidermolysis Bullosa, Arch. Dermat. & Syph. 50:167-169 
( Sept.) 1944, 

6. Cane, L. B.: Epidermolysis Bullosa, Brit. M. J. 2:1114-1116 (May 8) 
1909, 

7. Gilmour: Epidermolysis Bullosa, Arch. Dermat. & Syph. 4:267 (Aug.) 
1921. 

8. Cole, H. N., and Driver, J. R.: Epidermolysis Bullosa Hereditaria, Arch. 
Dermat. & Syph. 18:941 (Dec.) 1928. 

9. Wertheimer: Epidermolysis Bullosa Hereditaria, Arch. Dermat. & Syph. 
21:706 (April) 1930. 

10. Lerner, C.: A Case of Epidermolysis Bullosa, Arch. Dermat. & Syph. 23: 
772 (April) 1931. 

11. Cockayne, E. A.: Recurrent Bullous Eruption of the Feet, Brit. J. Dermat. 
50: 358-362 (July) 1938. 

12. Leider, M., and Baer, R. L.: Epidermolysis Bullosa Hereditaria, Arch. 
Dermat. & Syph. 46:419-424 (Sept.) 1942. 

13. Mansur, H. D., Jr.: Hereditary Epidermolysis Bullosa, J. A. M. A. 120: 
1122-1124 (Dec. 5) 1942. 

14. Frank, S. B.: An Unusual Variant of Epidermolysis Bullosa, Arch. 
Dermat. & Syph. 47:327-334 (March) 1943. 
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the familial features of the bullous disease of the hands and feet. The 
mode of transmission of the disease was called a dominant, a dominant 
possibly through a single pair of genes, and a conditional dominant, 
since it was not known in the homozygous state. Apparently all 
described simple epidermolysis bullosa transmitted through a dominant 
gene, since each person cited with bullae had a parent with bullae and 
since the ratio of affected to nonaffected offspring of a defective parent 
approached 1:1 when the parents were a heterozygote and homozygote 
normal. That this dominant is different from the one causing the 
dystrophic type of epidermolysis bullosa is evidenced by the fact that 
in no kindred in cases in which the simple form is present does one 
find the dystrophic form, which is characterized by epidermal changes 
such as scarring, milia and acrocyanosis. The manner in which the 
aforementioned kindreds exhibit bullae in the same location, namely 


| 


Fig. 1.—Character of bullous lesions on foot of V1 A 14-3, a first cousin of 
propositus. 


the hands and the feet, would indicate that one has a genetic entity in 
the simple type which is as unique in its picture as that, described by 
Cockayne *! and others, in which bullae were found only on the feet. 

The following report presents another case of epidermolysis bullosa 
of the simple type involving the hands and the feet, in which a study 
of the family pedigree uncovered a hitherto unrecognized relationship 
between the families cited separately by Mansur ** and by Cartledge 
and 

‘REPORT OF A CASE 


S. D. (VI A 15-3), a white man of Irish-British-Dutch extraction, aged 27, 
was seen in the outpatient service of the University Hospital on June 11, 1942. 


15. Cartledge, J. L., and Myers, V. W.: Inherited Foot-Blistering in an 
American Family, J. Hered. 34:24 (Jan.) 1943. 
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He complained of blisters on the hands and feet. This eruption had been 
reappearing since infancy, particularly during the hot summer weather. Blisters 
would occur in the winter after he had played basketball or football for a very 
few minutes. Many times when there were blisters on the feet there were none 
on the hands. The chopping of wood or the pumping of gasoline in a service 
station would cause blisters in a short time. In an area where a blister was 
going to develop, thé patient would sometimes notice a slight burning. There 
were no sensations after the blisters formed unless the surface was denuded, in 
which case there was a feeling of soreness and burning. Rupturing a bulla would 
cause healing in five to seven days, rather than ten to fourteen. Infection 
or scarring had never occurred. Bullae had never been present elsewhere on 
the body. The patient felt socially inadequate because of the family stigma under 
hich he suffered. 

Gross Examination.—On the mediodorsal and palmar surfaces of the second 
and third fingers of each hand as well as on the palm were six to ten tense bullae. 
There were three bullae on the plantar surface of each foot. The skin sur- 
rounding the newer bullae was clear, whereas the skin about the older bullae 
was erythematous. The roof of each bulla was tense and thin. The newer 
lesions contained straw-colored fluid, whereas the older ones were filled with a 
turbid milky material. There were hyperhidrosis and bromhidrosis. There was 
no scarring, milia, pigmentation or acrocyanosis. The teeth, hair and nails showed 
no abnormal changes. Nikolsky’s sign was not elicited. The results of the 
physical examination were essentially normal. 

Laboratory Examination.—Examination on several occasions showed the urine 
to be normal. The hemoglobin content was &5 per cent, and the white blood 
cell count was 5,400. The Kahn reaction for syphilis was negative. Scrapings 
of the skin from the interdigital spaces of the feet revealed no fungi, either on 
microscopic examination of a 15 per cent potassium hydroxide preparation or by 
growth on Sabouraud’s culture medium. Results of similar examinations for 
the presence of fungi in members of the patient's immediate family (VI A 15-2, 
-3, -5, -7 and V A 8-1) were negative. 


FAMILY HISTORY 


Many members of the patient’s family (fig. 2) had suffered from 
recurrent bullous eruptions limited to the hands and the feet. This 
disease could be traced back to a forefather who had come from Ire- 
land about 1770 to settle in what is now West Virginia. The tendency 
toward and the ease of blistering varied in a sibship rather than between 
sibships. In most members of the family, blistering was slight. This 
was particularly true as the person became older. Some of the mem- 
hers of the family had been in the armed forces and had been hos- 
pitalized for dermatophytosis. Rapid response to rest in bed with 
immediate recurrence on resumption of marching had resulted in medical 
discharges from the army without the cause of the bullous condition 
heing recognized. Some members of the family found difficulty in 
doing manual labor during the summer because of the decided tendency 
‘or blisters to develop. Members of the family knew that walking on 
he hot cement sidewalks for % to 1 mile (800 to 1,600 meters) 


ps: 


614 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


would cause blisters of the feet. Walking the same distance on the 
grass or in the dusty street would be less apt to cause trouble. Ironing 
would cause blisters on the hands of many of the housewives. Scarring 
had never taken place in any of the persons who had suffered from 


bullous eruptions. 
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Fig. 2—Family tree of tamily 4. 

These family trees (figs. 2 and 3) have been drawn in a style devised by 
Dr. C. W. Cotterman. The sibships are shown in a vertical sequence, with the 
oldest member within a sibship at the top as number 1, progressing with the order 
of birth date in series as one passes downward. An occasional symbol stands for 
more than one person, the number of persons then being indicated by an Arabic 
numeral enclosed within the symbol. References will be made to individuals by 
combining generation numeral and letter 4 or B for one of the two families, with 
the sibship number, a dash and then the individual number within the sibship, as 
IV A 4-3 for the third child in family 4, generation JJ”, sibship 4. 
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Of this family of 105 persons (family A), consisting of seven gener- 
ations, 10 males and 10 females had suffered from the disease. Whether 
or not the disease was present in 39 members was unknown; the 
chances are that none of these 39 who reached adulthood were affected. 
since we noted that almost everybody was aware of the condition of 
the persons who had bullae but not of those who did not have bullae. 


The children of defective parents include 19 affected. 22 normal and 
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Fig. 3.—Family tree of family B 
39 of questionable status. In every instance in which there was an 
affected child, a parent was affected. There was no history of con- 
sanguinity. 
COMMENT 
Recurrent bullous eruptions of the hands and the feet were referred 
as Weber-Cockayne’s localized epidermolysis bullosa by Waisman,’ 
ho stated that Weber described the first case in 1926. It would seem 
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that credit should be given to Elliot,! who in 1895 first reported com- 
pletely the case of a patient in whom there were bullae only of the 
hands and feet. Weber's and Cockayne’s patients, except in a single 
instance, had bullae of the feet and not of the hands and the feet. 

The variation in severity and the presence of bullae in hot weather 
have been stressed by Waisman * and others. This is apparent in our 
series. The decided tendency of the bullae to be worse in summer 
weather and hot weather has caused a recent interest in pathologic 
porphyrin metabolism and epidermolysis bullosa. Unfortunately, we 


were unable to study this interesting problem in any of our cases. 

A congenital deficiency of elastic tissue has been considered to be 
the underlying cause of the bullae by some. A biopsy of a member of 
our group which we studied showed no abnormality of the elastic tissue. 
This observation has been made by others in the simple form of epi- 
dermolysis bullosa. The superficial location of the bullae, between the 


Fig. 4—Section from the sole of a9 month old girl (VII A 22-6) showing hyper- 
keratosis and parakeratosis. The stratum corneum forms the top of a large bulla 
which is monolocular and which contains no cells. The stratum granulosum is 
thickened. There is irregular acanthosis with spongiosis. There is dilatation of 
the capillaries in the upper part of the cutis. There is perivascular: infiltrate of 
round cells. Weigert’s elastic tissue stain of the same tissue reveals no change in 
the distribution or number of elastic tissue fibers. 


stratum corneum and the stratum granulosum, no doubt accounts for 
the lack of scarring in any of this series. 

The tendency of the epidermis to react to local friction, pressure, 
heat and moisture with bullae—and not with thickening and scarring 
is a notable feature. Waisman ® described this as a passive yielding 
to the presence of fluid exuded beneath the epidermis to physical irri- 
tation. Lustgarten* suggested that it was related to factitious urticaria, 
while Unna, cited by Elliot,’ said that it was a dermatitis, traumatic in 
nature, a concept which Elliot also held. On the other hand, Mansur *° 
expressed the belief that when the Schneider index was + 11, cutaneous 
or vascular irritability as an etiologic factor was ruled out. 
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Whatever the cause of the bullous lesions may be, their varying 
location on different subjects is indicative of differing genetic entities. 
It is characteristic of the entire kindred in which a form of epidermolysis 
bullosa hereditaria occurs that they exhibit bullae in the same location. 
In other words, bullae may occur only on the palmar and plantar sur- 
faces, in which case they will be found on these surfaces alone through- 
out the kindred. Or bullae may be found only on the feet, face, elbows 
or mucosal surfaces. 

It was while we were getting data on the persons in family A who 
resided in Michigan, West Virginia and southwestern Pennsylvania. 
that we discovered the heretofore unrecognized relationship between 
the families reported by Cartledge and Myers **® and by Mansur.'* At 
first there was considerable confusion as to whether or not all those 
in family A and family B were of the same family pedigree. We found 
ourselves frequently looking up sibships in the family under chart A 
which belonged to family B. Many in family A or B named as relatives 
persons whose names appeared on the other chart. The original pro- 
positus (VI A 15-3) told us of ‘some sort of cousins,’ naming VI B 56-8 
and V B 35-5, who blistered. There are certain facts which make rela- 
tionship between persons in families A and B a probability. The nature 
of the disease is unusual, and to have two large families bearing the same 
trait, as shown in figures 2 and 3, living in the same small locality for 
over two hundred years without there being a common forebear would 
he most unusual. Furthermore, the surnames of the persons suspected 
of introducing the defect into the two families I A 1 and I B 2 and 
the spouse of (III B 6-5) were the same. The frequency of certain 
unusual given names was striking and suggestive of relationship. The 
first person reported to show the defect by Cartledge and Myers ’*® 
was a man (11 B 4-3) whom they believed to be an offspring of the 
second marriage of the father (I B 1-1), who came to this country in 
the last third of the eighteenth century. However, we have conclusively 
found that II B 4-3 was in fact a son of the first marriage and that 
only the offspring and descendants of this marriage were affected, 
which would indicate that the blistering was not brought into the 
family by the male ancestry. In addition, it was found that illegitimate 
children (II B 6) of the father (1 B 1-1) were not bothered with 
the bullous disease. His first wife (I B 2) was therefore suspected 
of blistering since all of her children, and only her children, blistered, as 
did many of her descendants. Considering this and their surnames, 
it would seem likely that the family (I B 2) was related by blood 
to the second family (I A 1). Mansur started his pedigree with a 
great grandmother (IV B 18). whom we found to be a great 
granddaughter of the man designated as (I B 1-1). It was through 
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this fannly tieup that we were able to connect the pedigrees of Cart- 
ledge and Myers ** to that of Mansnr.** 

Family B represents 356 persons. Some of the sibships have been 
reported in material which has been published previously. Cartledge 
and Myers ** reported the following sibships: 16, 24, 26, 27, 28, 31, 
34, 38, 39, 40, 41, 42, 43, 44, 50, 51, 54, 63, 64, 65, 66, 67, and 73. 
They showed the following sibships incompletely, or with discrepancy 
from ours: 1, 2, 4, 5, 6, 7, 17, 30, 49, 70, 71, 72, 74, and 75. In Man- 
sur’s paper the following sibships have been completely shown: 56, 83, 
&, 8&5, 95, 97, 100, 101, 102, 106, 107, 108, and 109. The following 
sibships were incompletely shown, or show some discrepancy from 
ours: 18, 79, 80, and 81. This study yields the following fifty-four | = 
additional sibships: 3, 8, 9, 10, 11, 12, 13, 14, 15, 19, 20, 21, 22, 23, 25, | @ 
29, 32, 33, 36, 37, 45, 46, 47, 48, 53, 55, 37, 58, 59, GD, 61, G2, 68, 
69, 76, 77, 78, 82, 86, 87, 88, 89, 90, 91, 92, 93, 94, 96, 98, 99, 103, 
104, 105, and 106. 

There are 56 affected men and 62 affected women with the sex of 
7 of the affected persons not known. The condition could not be deter- 
mined in 35 offspring of affected parents. The children of defective 
parents include 123 affected, 93 normal and 35 questionably affected. 

Combining families A and B, we find that in 461 persons there were 
66 males and 72 females affected. Of 7 affected persons the sex was 
unknown. The children of defective parents include 142 affected, 115 
normal and 74 of questionable status. 

When the material in figures 2 and 3 is tested by the chi-square 
method for statistical deviation from the normal in the sex ratio of the 


affected persons, the raw material being taken from all the sibships j 
which could be considered susceptible to the trait (i.e., all sibships 
having one affected parent), chi-square is 0.260—an insignificant devi- 


ation. This rules out sex linkage or limitation. When this material 
is tested for statistical deviation from the normal in ratio of affected 
to normal persons, the raw material for the test being taken only 
from susceptible sibships in which the condition of all the sibs was 
known to us (eliminating any sibships in which there were early deaths, | @ 
premature births, stillbirths or persons of unknown condition), chi- 
square equals 0.268—again an insignificant deviation. 

Since Greenberg * found that all his patients inherited the condition 
from the mother, we have tested our material from figures 2 and 3 by 
the chi-square method to see whether there is any evidence of either : 


sex being the commoner transmitter. We found that the defect was 
transmitted by 30 mothers and 23 fathers, with a chi-square of 0.924, 
which shows an insignificant deviation from the expected 1:1 ratio. 
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In our experience men did not have bullae as frequently as women, the 
ratio being 1.0 to 1.09. 

:pidermolysis bullosa of all types seems to be a much more fre- 
quent disease than is commonly believed. However, papers and society 
transactions dealing with the simple type limited to the hands and the 
feet have not been numerous, there being only 14 in the 213 that we 
reviewed. In no instance could we find as large a pedigree as we have 
presented in figure 3, in which there are data for 356 persons and of 
whom 125 are affected. Cartledge and Myers reported 40 affected 
persons and Mansur '* 30. 

SUMMARY 

The literature concerning epidermolysis bullosa hereditaria involving 
only the hands and the feet without scarring and other cutaneous 
changes is reviewed. 

A case of epidermolysis bullosa with a family pedigree of 105 per- 
sons, of whom 10 men and 10 women suffered from the bullae of the 
hands and the feet, is reported (fig. 2). 

The pedigrees of Mansur and of Cartledge and Myers’ are 
linked together, and 54 sibships are added, making a total of 109 sib- 
ships covering 356 persons, in which there are 56 affected men and 
62 affected women, with the sex of 7 persons not being known. ‘The 
probability of connection between families A and B is shown. 

The genetic distinctiveness of different types of epidermolysis bul- 
losa hereditaria as characterized by location of bullae on the body is 
pointed out. 

A statistical study shows that neither the ratio of normal to affected 
progeny of an affected parent nor the sex ratio of affected offspring 
nor the ratio of male to female parent is of significant deviation from 
the expected 1:1, proving that we are dealing with a simple mendelian 
dominant trait. 

A plea against the use in the title of the names of either Weber 
or Cockayne for a disease which neither described is made. If a 
proper name is to be used in describing epidermolysis bullosa hereditaria 
ot the simple type carried by a dominant gene limited to the hands and 
the feet, we suggest that of Elliot's. 


A new method of plotting family pedigrees is used. 
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INTRAHEPATIC OBSTRUCTIVE JAUNDICE DUE TO 
NEOARSPHENAMINE 


Ineffectiveness of Therapy 


FRED L. HARTMANN, M.D. 


AND 
ARTHUR G. SINGER Jr., M.D. 
PHILADELPHIA 


a Freis and Mater’ reported a case of jaundice due to 
intrahepatic obstruction consequent to the use of oxophenarsine 
hydrochloride. Some years previously Hanger and Gutman? collected a 
series of 12 cases of such a disease following the use of arsphenamine. 
They described the clinical and pathologic aspects of these cases and 
contrasted the observations with those of cases in which the jaundice 
resulted from parenchymatous hepatic damage. The following case 1s 
believed to belong in the first of these two groups. The disease followed 
the use of neoarsphenamine. The case is of interest because of the 
lengthy duration of the jaundice, the fact that operation was_ not 
requested, and the ultimate rapid improvement with no treatment after 
the failure of prolonged and varied therapy in the hospital. 


REPORT OF A CASE 


A healthy 26 year old Negro, a stevedore, applied for antisyphilitic treatment 
in April 1944. He stated that two or three months previously he had received 
five intravenous injections of a yellow material from a physician in his neighbor- 
hood. There was no history of a primary or secondary syphilis, and his past 
history showed no serious illnesses, except an appendectomy with drainage in 
1932 and gonorrhea at the age of 16. Physical examination in April 1944 revealed 
entirely normal conditions. The patient was well developed and well muscled and 
weighed approximately 170 pounds (77.1 Kg.). The Wassermann and Kline 
reactions were strongly positive. A provisional diagnosis of latent syphilis, prob- 
ably late, was made. Treatment was begun with weekly injections of 0.2 Gm. of 
bismuth subsalicylate in oil for six weeks. Neoarsphenamine was then given, the 
first dose being 0.45 Gm. and the next two 0.6 Gm. each. There was no reaction 
to the first or second injection of neoarsphenamine. 


From the Medical Service A, Lankenau Hospital. 

1. Freis, E. D., and Mater, D. A.: Intrahepatic Obstructive Jaundice Follow- 
ing Mapharsen, with Development of a Spruelike Syndrome, J. A. M. A. 126:892 
(Dec. 2) 1944. 

2. Hanger, F. M., and Gutman, A. B.: Postarsphenamine Jaundice Apparently : 
Due to Obstruction of Intrahepatic Biliary Tract, J. A. M. A. 115:265 (July 27) 
1940. 


620 


| 
i 
? 
x 
| 
| 
| 2 
: 


HART MANN-SINGER—INTRAHEPATIC JAUNDICE 621 


A few hours following the third injection, on June 2, the patient became 
nauseated, vomited repeatedly, felt weak and had a severe frontal headache. He 
also noted epigastric pain radiating upward along the sternum. Itching of ears 
and feet and dark red-brown color of his urirle were observed shortly after the 
onset, and for several days he was unable to retain food taken by mouth. 
Accordingly, he was admitted to the hospital from June 7 to June 11, during 
which time he improved rapidly with symptomatic treatment and intravenous 
injection of 5 per cent dextrose in distilled water. Scleral jaundice was noted 
June 9, on which day there was also bile in the urine for the first time. The liver 
was not palpable at any time. The conditions observed on physical examination 
were otherwise unchanged. Laboratory studies showed: hemoglobin content, 88 
per cent; red blood cells, 4,240,000 and white blood cells, 10,900, of which 72 
per cent were neutrophils and 28 per cent lymphocytes. The urine was entirely 
normal on June 7. A faint trace of albumin appeared on June 8 and June 9. Bile 
was found on June 9. All microscopic observations were normal. The icteric 
index on June 9 was 26, and the prothrombin time was 100 per cent. During this 
period temperature, pulse and respirations were normal 

The patient was observed on an ambulatory status during the remainder of 
June and part of July. He felt well during this time, but the urine continued 
dark and the stools were light brown. Scleral jaundice was apparent, however, 
and on July 12 the icteric index was 100. The patient was again hospitalized, 
from July 12 through July 31. Questioning revealed intolerance to eggs, pork 
and cabbage since his previous admission and some generalized itching. Physical 
examination again gave no remarkable results, except pronounced scleral jaundice. 
Che liver was still not palpable. Laboratory studies showed no change in the blood 
count. The urine continued to show bile and a trace of albumin, and granular casts 
were reported. The urea nitrogen level of the blood was 8 mg., the cholesterol 
level 227 mg., the serum proteins 7.81 Gm. per hundred cubic centimeters, and the 
prothrombin time was 100 per cent on two occasions. The icteric index rose 
gradually to 120. The cephalin flocculation reaction was 2 plus and the galactose 
tolerance test showed a total excretion of 0.9 Gm. in five hours. The sulfobromo- 
phthalein sodium excretion test was unsatisfactory because of the jaundice. 
Roentgenograms showed a normal chest and, after ingestion of barium sulfate, 
a normal stomach and duodenum. Biliary drainage was unsatisfactory. 

There was no change in the condition of the patient in spite of daily intravenous 
infusions of 10 per cent dextrose in distilled water and a diet high in carbohydrates 
and protein and low in fat. 

From July 31 through Sept. 7, 1944, the patient was followed in the outpatient 
department. During this time he had increased generalized itching, especially of 
the face and feet. In addition he continued to lose weight gradually until he was 
down to 145 pounds (65.8 Kg.), and a persistent annoying diarrhea developed, 
with four to six movements a day. The diarrhea was not relieved by the usual 
remedies. According to the patient the stools contained pigment, and his urine 
continued dark. At times he felt a little dizzy, and he constantly had a bitter 
taste in his mouth. By August 25 the icteric index was 200, and on September 8 
the patient was again hospitalized. The principal abnormality at this time was 
the profound jaundice visible in the scleras and the soft palate. On September 
16 the liver was palpable on deep inspiration. The edge was sharp and definitely 
tender. 

Results of laboratory studies during this admission (September & to November 
11) were as follows: The urine continued to show no urobilinogen, but it gave 
a strongly positive reaction for bile constantly and showed a faint trace.of albumin 
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on repeated examinations. The hemoglobin was constant at 88 per cent, the red 
blood cells varied from 4,200,000 minimum to 4,880,000 maximum, and the white 
blood cells ranged from 6,100 to 10,700, with normal differential counts. The icteric 
index fluctuated considerably, but there was no positive trend, as shown by these 
values: September 12, 152; September 20, 180; October 11, 150; October 17, 135; 
October 31, 165; November 7, 225, and November 9, 180. The van den Bergh 
test elicited an immediate direct positive reaction on three occasions, with quantita- 
tive values for bilirubin in the serum of 13, 14 and 18 mg. per hundred cubic 
centimeters. The prothrombin time had fallen to 70 per cent since the last admis- 
sion, but the use of vitamin K parenterally restored the figure to 10Q per cent, 
where it remained throughout the patient's stay, even after the use of vitamin K 
was stopped. Serum proteins remained normal. On September 21 they were 
7.6 Gm. per hundred cubic centimeters, of which 5.2 Gm. was albumin and 2.4 
Gm. were globulin. Another determination on September 26 showed values, of 
6.86 Gm., 3.88 Gm. and 2.88 Gm. per hundred cubic centimeters respectively. 
The cholesterol level of the blood on September 13 was 216 mg. and on November 
10, 298 mg. Fractionation, however, showed that only 30 per cent of the cholesterol 
was in the ester form. On September 26 the alkaline phosphatase activity was 
8.5 units, and the serum amylase 16 units. 

Results of tests of hepatic function on this admission were as follows. The 
cephalin flocculation reaction on September 20 was 2 plus; October 18, negative 
and on November 10, negative. The hippuric acid synthesis test on September 16 
showed 0.9 Gm. excreted; on October 19, 0.9 Gm., and on November 9, 1.4 Gm. 
The galactose tolerance test showed 0.84 Gm. excreted on September 20, and none 
excreted on October 17. The sulfobromophthalein sodium excretion test was 
again unsatistactory because of jaundice. 

Other studies showed a normal gastric acidity, failure of biliary drainage to 
show B bile although bile salts were reported and a flat glucose tolerance curve, 
with values of 81, 104, 83, 69 and 64 at 0, one-half, one, two and three hours. A 
roentgenologic study of the gallbladder showed failure to concentrate any of the 
dye given by mouth. A barium sulfate meal followed by serial roentgenologic 
examinations showed slow progress through the jejunum with poor peristaltic 
function, some distention of the loops of the intestine and increased prominence 
of the mucosal folds. There was no evidence of obstruction however. 

Therapy used during this final period of hospitalization was directed toward 
protection of the liver and attempts to promote the flow of bile. Daily intravenous 
infusions of 1,000 cc. of 10 per cent dextrose in water were given. Sorparin 
tablets (McNeill) (stated by the manufacturer to contain 3 grains [0.19 Gm.] 
of extract of Sorbus aucuparia [mountain ash]) were given, 3 after each meal, 
from September 24 through October 18. Beginning October 11 sodium dehydro- 
cholate was added to the daily infusion, 10 cc. of 20 per cent solution being used. 
On the same day the patient received intravenously 10 Gm. of methionine in the 
infusion.? On each day subsequently 3 Gm. of methionine in water was given 
twice a day by mouth. This therapy was continued until the final discharge, 
on Novy. 11, 1944. Throughout the patient’s stay a diet high in carbohydrates 


and protein was given. 

Results of Therapy.—So far as could be observed none of the therapy described 
produced any definite improvement. The patient gained no weight. The icteric 
index showed no improvement; neither did the test of the hepatic function which 
was impaired (hippuric acid synthesis). There was symptomatic improvement 
of the itching and diarrhea. These were somewhat alleviated after admission and 
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gradually disappeared. The sodium dehydrocholate and methionine used did not 
cause any untoward effects, except for a single instance of nausea three days 
after their use was begun. 

Following the patient’s discharge on Nov. 11, 1944, there was immediate 
improvement, which continued steadily. He gained weight at the rate of 2 pounds 
(1 Kg.) a week, until the total gain was 30 pounds (13.6 Kg.) by February 1945 
The icteric index fell each week, as shown by these values: November 9, 180; 
November 20, 120; November 28, 80; December 4, 70; December 11, 55; December 
18, 45; December 26, 25; January 15, 1945, 15; May 7, 10. The patient felt well 
and soon returned to work. A final check of hepatic function was made at the 
end of January 1945, with these results: The cephalin flocculation reaction was 
negative; the hippuric acid synthesis test showed 3.9 Gm. excreted, and the 
galactose tolerance test, none excreted. The sulfobromophthalein sodium excretion 
test showed a very faint trace of the dye at ten minutes and none at twenty minutes ; 


the prothrombin time was 100 per cent. 


COMMENT 


The facts observed in this case agree largely with the observations 
of Hanger and Gutman in their cases of intrahepatic obstruction. The 
onset occurred after the third dose in a series and showed an acute 
constitutional reaction with gastrointestinal symptoms predominating. 
There was prolonged painless jaundice with severe pruritus and loss of 
weight. For a prolonged period the bile was diminished in the stools 
and increased in the urine. The cephalin flocculation reaction was not 
greatly altered from the normal negative, and the tolerance for galac- 
tose was not impaired. The cholesterol level of the blood was definitely 
increased, and the ester fraction was lowered. The urea nitrogen of the 
blood remained normal. 

However, the alkaline phosphatase value was not elevated; there 
was no apparent change in the serum protein or albumin-globulin ratio, 
and the hippuric acid synthesis was impaired on three determinations. 
These observations are in disagreement with those of Hanger and 
Gutman. 

The use of methionine in this case was based on reports of Peters 
and his associates * and Beattie and Marshall.‘ These men reported that 
the use of methionine prevented or minimized damage to the liver 
during arsenical therapy and shortened the clinical course in cases of 
jaundice. Peters and his associates summarized their results and con- 
cluded “. . . that both cysteine and methionine had a significant but 
not remarkable effect on the course of the jaundice.” 

The failure of methionine and other forms of therapy to change the 
clinical course in the case reported here probably results from the basic 


3. Peters, R. A., and others: Sulphur-Containing Amino-Acids and Jaundice, 
Nature, London 153:773 (June 24) 1944. 

4. Beattie, J., and Marshall, J.: Methionine in the Treatment of Liver Damage, 
Nature, London 153:525 (April 29) 1944. 
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pathologic condition present, i. e., the blockage of the tiny bile canaliculi 
rather than actual damage to the parenchyma of the liver itself. The 
conclusion drawn is that this disease described by Hanger and Gutman 
runs a prolonged self-limited course, unaffected by the therapeutic 
measures used, and that time is the essential requisite for restoration 
to normal. Granted that the therapy may have been helpful in_pre- 
serving the patient throughout his illness, there was no evidence of any 
specific action on the underlying pathologic changes. 


SUMMARY 


A case of prolonged, profound jaundice following the use of neoars- 
phenamine has been presented. The clinical and laboratory observations 
were those described in cases of jaundice due to obstruction of the bile 
canaliculi. Prolonged intensive therapy, including the use of methionine, 
produced no demonstrable improvement. The patient ultimately made a 


spontaneous complete recovery, following cessation of all therapy. 
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TREATMENT OF CONGENITAL AND OF ACQUIRED SYPHILIS 
IN INFANTS AND IN CHILDREN BY PENICILLIN 
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FREDERICK H. CHARD, M.D. 
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LELAND J. HANCHETT, M.D. 
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WILLIAM H. GABBY 
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JACK RODRIQUEZ, M.D. 
Assistant Surgeon (R), Midwestern Medical Center, United States Public Health Service 
AND 


CARLETON WATKINS, 
ST. LOUIS 


OR the past two years syphilis in adults has been treated with 

penicillin, and at the present time it is thought that this form of 
therapy has been encouragingly successful. Sixteen months ago, several 
of us became interested in the possibility of treating babies and children 
with congenital and with acquired syphilis with penicillin. As penicillin 
is less toxic than arsenicals and heavy metals, it was felt that an effort 
should be made to determine whether its therapeutic efficiency was com- 
parable to that of arsenicals and heavy metals. 

In the past sixteen months, we have treated 39 syphilitic children 
with penicillin. Eleven of these had acquired syphilis, and 28 had 
congenital syphilis. There has been 1 death in our series and 3 mild 
reactions. We do not as yet have any idea of the optimal dosage of 
penicillin in the treatment of syphilis. We have used total dosages 
of from 500,000 units to 4,800,000 units. However, as recent articles in 
The Journal of the American Medical Association* have pointed out, 


*From the St. Louis Children’s Hospital, Washington University. 

£From the St. Louis City Hospital, Department of Pediatrics. 

This work was done in cooperation with the Pediatric Departments of the 
Washington University School of Medicine and the St. Louis City Hospital. 
Serologic studies were done at the Snodgras Laboratory division of the St. Louis 
City Hospital. 

The majority of the patients were treated at the Midwestern Medical Center, 
United States Public Health Service Rapid Treatment Hospital, St. Louis. 

1. Platou, R. V.; Hill, A. J.; Ingraham, N. R.; Goodwin, M. S.; Wilkinson, 
FE. E., and Hausen, A. E.: Penicillin in the Treatment of Intantile Congenital 
Syphilis, J. A. M. A. 127:582 (March 10) 1945. 
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probably the larger doses are more efficacious. The average dose for 
adults has been 1,200,000 or 2,400,000 units, and the latter has seemed 
‘the better. Our average dose for children now is 1,200,000 units, and 
if the weight dose relationship of children is comparable to that of 
adults certainly the children are receiving many times the average 
adult dose. 
I. DIAGNOSIS 
21 Cases of Congenital Syphilis 
7 Cases of Acquired Syphilis 
The patients with congenital syphilis varied in age between 2% 
months and 9 years. The larger proportion were less than 1 year of age. 


Those with acquired syphilis varied from 35% months to 10 vears of 
age. All were previously untreated. 

Thirteen of the patients with congenital syphilis were in the infectious 
stage. In 5 of these 13 spirochetes were observed on dark field exam- 
ination. In all cases a diagnosis of syphilis in the mother was estab- 
lished. For the other 8 patients with congenital syphilis, a diagnosis 
was established by serologic changes, roentgenologic evidence of osseous 
syphilis and other stigmas in addition to the establishment of the diag- 
nosis of syphilis in the mother. 

For the 7 patients with acquired syphilis, the diagnosis was estab- 
lished by the presence of positive dark field—condylomas in 3 cases, 


typical chancre in 1 case, morphologically typical secondary lesions in 2 
cases (in 1 of which spirochetes were found on dark field examination ) 
and a valid history and serologic reactions in the seventh case. 

Eleven of the 39 patients have been treated so recently that we are 
not reporting on them at this time. Our reportable series, therefore, con- 
sists of 28 cases which have been followed for a minimum of two 
months after treatment. Data for this series of cases is presented in 
table 1. 

IT. DOSAGE 

Early investigators on this problem used as a base line a total dose 
of 20,000 units of penicillin per kilogram of body weight. This corre- 
sponded to a 1,200,000 unit total dose for an adult. Platou, Hill, 
Ingraham and their co-workers employed a total of 16,000 to 32,000 
units per kilogram body weight. Even more recently a medical directive 
issued March 24, 1945 by the Venereal Disease Division, United States 
Public Health Service, recommends a total dose of 40,000 units per 
kilogram of body weight. 

Early experience led us to feel that these smaller total doses were 
inadequate. Our first patients were treated with a total dose of 500,000 
units. Serologic response was unsatisfactory, the titer showing an 
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initial rapid drop followed by a great increase in ten days and remain- 
ing at a high level maintained for thirty days. We therefore adminis- 
tered another course of 500,000 units, with no appreciable serologic 
response. <A third 500,000 units, however, given two months after the 
initial therapy, was followed by a complete reversal of the serologic 
response. This patient had a diagnosis of florid secondary syphilis. A 
second case was similar in serologic response and type of treatment. 
Accordingly, our total dose has ranged from 80,000 to 300,000 units 
per kilogram of body weight, the majority of the children receiving an 
average dose of 100,000 to 125,000 units per kilogram. Time alone will 
decide whether these larger doses are more effective than the smaller 
doses hitherto used. 

Time Interval—Cooke and Goldring’s work has indicated that it is 
highly possible that the three hour time interval is too great for maximal 
therapeutic efficiency, inasmuch as this interval does not permit a mainte- 
nance of high constant level of penicillin in the blood stream. These 
authors pointed out that the highest level of penicillin in the blood is 
obtained from thirty minutes to one hour after injection and the level 
drops rapidly during the second hour with subcutaneous or intramuscular 
routes of administration. 

In our eariler cases we felt that larger doses should have been given, 
but at that time penicillin was difficult to obtain and little or nothing 
was known as to how the drug would be tolerated in large doses by 
infants with syphilis. 

According to Rammelkamp and Keefer,? three hours has been gen- 
erally conceded to be the most practical and desirable time interval 
between injections, in order to maintain an adequate blood penicillin 
level. In 3 instances, subcutaneous administration was resorted to, 
based on penicillin absorption curves derived by Cooke and Goldring.* 
Also on the basis of their work, the time interval was reduced. 

The total dosage was determined by two factors: (1) available peni- 
cillin, and (2) an effort to determine an effective weight dose relation- 
ship. Experimentally, in 2 cases a one hour interval was resorted to; 
in 1 case a two hour interval and in 1 case a four hour interval were 
used. In all other cases the patients were treated with a three hour 


interval between treatments. The individual dose varied from 10,000 ~ 


(average) to 25,000 units. Some of the infants were given injections of 
2,500 to 5,000 units, to minimize the possibility of a severe Herxheimer 
reaction. 


2. Rammelkamp, C. H., and Keefer, C. S.: The Absorption, Excretion and 
Distribution of Penicillin, J. Clin. Investigation 22:425 (May) 1943. 

3. Cooke, J. V.. and Goldring, D.: The Concentration of Penicillin in Body 
Fluids, J. A. M. A 127:80 (Jan. 13) 1945. 
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III. RESULTS 
These children have been followed to date at monthly intervals 
whenever possible. Several of these children live in remote commu- 
nities, and it has been difficult and sometimes impossible to obtain a 
satisfactory follow-up. The present status of the group is shown in 
table 1. The results are condensed in table 2. 
TABLE 2.—Résumeé of Results 
Lost to observation.. 4 
Free fron» syphilis (clinically and serologically 7 
With titer of less than 4 Kahn units.............. Pree 6 
Still strongly positive for syphilis (9 with declining Kahn titer 10 
Total.. 23 
IV. COMMENT 
It is far too early to attempt any conclusive evaluation of the role of 
penicillin in the treatment of syphilis in children. However, certain 
striking effects on the child and on the disease are apparent: 
1. The spirochete disappeared rapidly from local lesions, within 
four to eight hours no viable organisms being found. 
2. The lesions healed rapidly and completely. Snuffles cleared 
rapidly but not as rapidly as cutaneous and mucous membrane lesions. 
3. In our 3 cases, syphilitic periostitis disappeared clinically in 
approximately one month, and serial roentgenologic studies showed 
decided and progressive healing in two to three months. In three 
months no evidence of bony syphilis could be found 
4. Herxheimer reactions occurred in 9 instances 
5. Progressive decline in serologic titer was noted in all but 1 case 
in this series. In this 1 case, the titer declined at first but has remained 
stationary for several months. In this instance, treatment may have to 
be classed as failure. 
6. There was a definite improvement of the child’s nutritional state 
both during and after penicillin therapy. 
7. The therapy did not interfere with the taking or retention of foods 
in infants. 
8. In no case was infection at the site of injection observed. 
9. Initial changes in the spinal fluid findings were encountered in 2 
cases. In 1 of these a post-treatment spinal fluid examination was made. 
Che serologic reaction of the spinal fluid in this case had declined from 
20 to 4 Kahn units. The colloidal gold curve, total protein level and 
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cell counts both before and after treatment in this case were within 
normal limits. 

10. There were no evidences of a Milian reaction or secondary 
fever. 

11. In no case did we see an allergic reaction. 

12. One fatality occurred in this series. We present herewith a 
summary of this case. 

REPORT OF A CASE 

R. DeB., a Negro girl, was admitted to St. Louis Children’s Hospital on 
Oct. 17, 1944, at 24 hours of age, with chief complaints of a rash and dyspnea of 
eighteen hours’ duration. 

Family History.—The mother, aged 19, and the father, aged 21, were living 
and well. Each gave a history of having negative Kahn reactions of the blood 
nine months previously. Both, however, had strongly positive Kahn reactions 
at the time of the infant's admission. 


Present 


€ patient was a full term baby born aiter a six hour labor, 


with spontaneous cry and respiration. The cry was feeble, however, and the 
baby then remained quiet and seemed drowsy. She was observed to breathe 
irregularly. 


Physical Examination.—The temperature was 37 C. (98.6 F.) and the weight 
2,850 Gm. The baby was acutely ill, the cry feeble and the respirations grunting 
in type. The mucous membranes were icteric, and the skin was covered with a 
purpuric eruption with areas ranging up to 1 cm. in diameter and roughly circular. 
The superficial layers of the skin were desquamating, and there was no thickening 
of the skin of the palms or soles. The eyes showed decided icterus of the scleras. 
There were many petechiae on the mucous membranes. The chest was symmetric 
and the percussion note resonant bilaterally. Over the bases of both lungs the 
breath sounds were diminished, and fine crackling rales were present. Examination 
of the abdomen revealed a greatly enlarged spleen, which was palpable at the 
level of the umbilicus. The Moro reflex was active. The remainder of the 
physical examination revealed normal conditions. 

Laboratory Data—On entry the urine was normal. The hemogram showed a 
hemoglobin level of 12.4-4sm. and 35,340 leukocytes per hundred cubic centimeters 
with a decided leit shift in the Shilling differential count. A few erythroblasts and 
normoblasts were also present in the smear. Kline, Kahn and Wassermann 
reactions were all positive. The bleeding time was tive minutes and the clotting 
time four and one-half minutes. Clot retraction was poor in twenty-four hours 

Two days later the hematology department of the Washington University 
School of Medicine reported on the peripheral blood as follows: red cell count, 
2,150,000; hemoglobin level, 7.0 Gm.; reticulocytes, 15.3. per cent; leukocytes, 
16,450, and platelets, 10,750 (normal, 400,000 to 800,000). The differential count 
showed: eosinophils, 1 per cent; myelocytes, 4 per cent; metamyelocytes, 3 per 
cent; band cells, 10 per cent; segmented cells, 30 per cent; lymphocytes, 40 
per cent, and monocytes, 12 per cent; there were 3 normoblasts to 100 leukocytes. 
There were decided anisocytosis and poikilocytosis. This picture was thought 
compatible with thrombopenic purpura and chronic hemorrhage. It was not com- 
patible with erythroblastosis fetalis. 

An examination of the tibial bone marrow was then performed, and the obser- 
vations were reported as follows: eosinophils, 8 per cent; myelocytes C, 29 per cent: 
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myelocytes B, 8 per cent; myelocytes A, 5 per cent; metamyelocytes, 16 per cent; 
band forms, 16 per cent; segmented cells, 5 per cent; lymphocytes, 1 per cent, and 
monocytes, 0. There were 3 per cent phagocytic clasmatocytes, 13 per cent primi- 
tive forms and 0.5 per cent reticulum cells. In counting nucleated red blood cells, 
in 100 leukocytes there were found 63 normoblasts, 24 late erythroblasts and 
11 early erythroblasts, a total of 98. No normal mature megakaryocytes were 
seen. An occasional cell was seen which might have been a very young mega- 
karyocyte. The marrow was thought to be normal but for two features: 1. There 
was a definite erythroid stimulation, many more normoblasts and erythroblasts 
being present than are seen in normal bone marrow. This was thought to be due 
to chronic hemorrhage. 2. The absence of normal megakaryocytes was thought 
to establish the diagnosis of secondary thrombopenic purpura. “The primary 
agent which has exerted a toxic effect on the megakaryocytes could be either 
(a) a toxic agent perhaps circulating in the mother’s blood during her pregnancy 
or (b) destruction of the megakaryocytes might possibly be the result of syphilis 
of the bone.” 

Roentgenograms ot long bones were reported as follows: “There is a 
peculiar lack of calcification at the distal ends of the shafts of all long bones of 
the body visualized. On the femur the area appears to be about 1.5 to 2 cm. long 
at each end. The midportion of the shaft is of normal mineral content. The 
trabecular formation in the distal end appears normal. The epiphyses appear 
normal. Similar changes are found in the long bones of the arm and forearm on 
each side and in the metacarpal bones of the right hand, which can be seen on this 
tlm. The disturbance appears to be one of a diminished deposition of calcium 
in the growing bones during intrauterine life rather than a decalcification. This 
may well be the result of congenital syphilis.” 

lLLumbar puncture ten days after entry yielded fluid which was blood-tinged and 
xanthochromic, and contained 12 cells. The Wassermann reaction of the spinal 
fluid was positive, but it was thought to be so because of the bloody tap. Eleven 
days later the lumbar puncture was repeated, and clear xanthochromic fluid was 
obtained which gave a negative Wassermann reaction. 

Course in Hospital—The course was gradually downhill. The midline abdomi- 
nal mass disappeared and was never explained. The baby did not eat well; the 
temperature remained normal, and anemia recurred repeatedly; it was corrected 
by transfusions of whole blood, only to recur. The icterus became severe, and 
twelve days after entry the icterus index was 250. The petechiae cleared spon- 
taneously, and no other bleeding points were found. However, the platelet count 
remained low. 

Penicillin therapy for congenital syphilis was begun on the baby’s fourteenth 
day in the hospital. The drug was administered subcutaneously, 5,000 units every 
three hours; 720,000 units were administered prior to the baby’s death, over a 
period gf eight days. The temperature was normal the first two days, and the 
haby did well. On the third day the temperature spiked to 39.6 C., and from 
then on it continued to range between 37.5 and 40 C. until death, four days later. 
No actual cause for the fever could be demonstrated. Cultures of blood were 
repeatedly sterile, and there was no leukocytosis. However, on a postmortem 
culture of heart blood there grew Streptococcus viridans. After therapy was begun, 
platelet counts were made each day grossly by counting the number in 100 leuko- 
cytes. They increased from 50 in 100 leukocytes to 450 in 100 leukocytes. Twenty- 
four hours prior to the baby’s death, a mass appeared in the right lower quadrant 
of the abdomen, but the nature of the mass was not determined. Stools remained 
normal, and there was no vomiting. Abdominal distention occurred, and a few 
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hours later, following a feeding, the baby vomited, apparently aspirated vomitus 
and, despite artificial respiration and other emergency procedures, died. It was 
impossible to obtain permission for postmortem examination. 

Diagnoses—The diagnoses were: (1) congenital syphilis; (2) toxic throm- 
bocytopenic purpura, possibly due to syphilis; (3) question of delayed Herxheimer 
reaction, and (4) question of septicemia due to Streptococcus viridans. 

It is difficult to evaluate this case or to state positively whether 
death could in any way be ascribed to the antisyphilitic therapy with 
penicillin. 

SUMMARY 

1. Thirty-nine children and infants with syphilis have been treated 
with penicillin. 

2. Twenty-eight cases have been followed from two to sixteen 
months. 

3. Seven patients are clinically and serologically free from syphilis. 

4. Six patients are clinically free from syphilis and serologically 
show a titer of less than 4 Kahn units. 

5. Ten patients have strongly positive serologic reactions, but 9 of 
those show a declining serologic titer of the blood. These 9 patients 
have shown clinical improvement. 

6. One patient has shown no improvement in blood serologic titer 
for three months. 


7. One death occurred during penicillin therapy. 


| | 
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OPTIMAL ZONE REACTION IN THE DIAGNOSIS AND 
TREATMENT OF SYPHILIS 


REUBEN L. KAHN, D.Sc. 
ANN ARBOR, MICH. 


PRELIMINARY report is herewith presented of a supplementary 
serologic procedure to serodiagnostic tests. This procedure, 
reterred to as optimal zone procedure, is applicable to known cases ot 
syphilis. When applied to such cases, it gives promise to be of value: 
(1) in supporting the diagnosis of clinically positive, seronegative 
syphilis; (2) in providing an index of cure in syphilis more dependable 
than serodiagnostic tests, especially in evaluating rapid methods of 
treatment, and (3) in demonstrating different precipitation patterns 
in different situations in syphilis—patterns which give indication of 
having clinical significance. 


1. BASIS OF OPTIMAL ZONE PROCEDURE 
The optimal zone procedure is based on an extension of the serum: 
antigen ratios from three, employed in the standard Kahn test, to ten 
and, in some cases, fifteen ratios. ‘Twenty years ago,’ when my interest 
was directed to the principles governing the phenomenon of precipita- 
tion in syphilis which laid the foundation for the standard Kahn test, 
[ reported that for optimal precipitation results it is necessary to 
employ appropriate serum: antigen ratios. I then employed a range 
of serum: antigen ratios of 1:2, 1:1, 15:1, 2:1, 3:1, 6:1, 12:1 
and 24:1 and observed that the stronger the reacting capacity of the 
serum the greater the tendency toward positivity with increasing 
amounts of antigen while the weaker the reacting capacity of the serum 
the greater the tendency toward positivity with decreasing amounts of 
inugen. This observation led me at first to consider the use of six 
more serum: antigen ratios for a serodiagnostic test, but for reasons 
| greater practicability in routine blood testing the use of three serum: 
ntigen ratios, namely 3:1, 6:1 and 12:1, was decided on. These 
ree ratios, employed in the standard Kahn test, strike a good average 
serologic reactivity for a serodiagnostic test in the majority of 

rom Clinical Laboratories, University Hospital, University of Michigan. 
1. Kahn, R. L.: (a) Serum Diagnosis of Syphilis by Precipitation, Balti- 
Williams & Wilkins Company, 1925, p. 54; (b) The Kahn Test: A 

tical Guide, ibid., 1928, p. 17. 
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cases of syphilis, but to determine optimal serologic reactivity in 
certain Cases an extension of these ratios is necessary. 

The relationship between the standard Kahn and optimal zone 
technics is presented in table 1. Ten serum: antigen ratios are employed: 
namely, 1:1, 2:1, 3:1,6:1, 12:1, 24:1, 36: 1, 48:1, 76: 1 and 100: 1. 
For simplicity, these ratios are divided into three zones. Zone II 
represents the ratios employed in the standard Kahn test; zone | 
consists of ratios in which the antigen is increased in relation to the 
serum, and zone III consists of ratios in which the serum is increased 
in relation to the antigen. The precipitation results are recorded as 
negative (—), doubtful (=), 1 plus (1), 2 plus (2), 3 plus (3), 4 
plus (4), depending on the degree of precipitation. 


1.—Illustrative Patterns of Optimal Zone Reaction 


Serum : Antigen Suspension 


Zone II 


Serologic Zone I (Standard Kahn) Zone IL 
Number 1:1 » Fe 3:1 6:1 12:1 24:1 3621 48:1 76:1 100:1 
Optimal Precipitation with Increase of Antigen over Serum 
: 4 4 1 
4 4 4 : 4 4 ] 
4 4 4 4 4 4 4 l 


( ptimal Precipitation with Moderate Amounts of Serum and Antigen 
1 4 


2 2 1 
l 4 4 4 l 
] 4 4 4 4 4 ] 
Optimal Precipitation with Increase of Serum over Antigen 
— - — 4 4 4 
— 1 4 4 4 4 4 
4 4 4 4 4 4 4 4 
Precipitation in All Ratios 
4 ; 4 4 4 4 4 4 4 4 4 4 


Negative in All Ratios 


Four serologic patterns are illustrated in the table. In pattern 1, 
optimal precipitation is noted in zone I, in which the antigen is increased 
in relation to the serum. In pattern 2, optimal precipitation is noted 
in zone II or on the borders of zones II and III, in which the amounts 
of antigen and serum are not noticeably increased over one another. 
In pattern 3, optimal precipitation is noted in zone III, in which the 
serum is increased over the antigen. In pattern 4, precipitation is 


noted in all ratios. 


OPTIMAL ZONE REACTION IN SUPPORTING THE DIAGNOSIS 
OF CLINICALLY POSITIVE SERONEGATIVE SYPHILIS 


The occasional occurrence of seronegative reactions in the presence 
of syphilis has remained an anomaly in the serologic behavior of this 
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disease. Considering the high sensitivity of modern serodiagnostic 
technics, it might have been expected that seropositivity would be 
attained in all known cases of syphilis. Actually, seronegativity 1s 
encountered in the presence of syphilis not only with serodiagnostic 
tests but also with supersensitive tests, such as the Kahn presumptive 
and Kline exclusion technics. “Seronegative syphilis” has indeed 
become a commonplace term in clinical medicine, and clinicians and 
serologists have long emphasized that a négative reaction to serodiag- 
nostic tests does not eliminate the possibility of syphilitic infection. 
What is particularly anomalous is the fact that the same serodiagnostic 
tests which elicit negative reactions in certain known cases of syphilis 
elicit positive reactions in certain cases in the absence of this disease ; 


Paste 2.—Cases of Syphilis Showing Optimal Precipitation in Zone I or Ill 
and not in the Serum: Antigen Range of the Standard Kahn Test 


Serum : Antigen Suspension 
Zone Il 
Zoue | (Standard Kahn) Zone III Clinical 
No 6:1 12:1 24:1 48:1 | Syphilis 
] 4 i 4 Primary 
: + Primary 


4 4 4 4 ‘ Early latent 
5 4 1 4 2 1 Early latent 
6 l Congenital 
7 4 4 + _ Congenital 
8 4 4 4 Congenital! 


4 4 l Neurosyphilis 
10 Neurosyphi.is 


for it would seem reasonable to believe that serodiagnostic tests, so 
sensitive as to give “false positive” reactions, would be free from 
“false negative” reactions. 

\mong the explanations generally offered for seronegativity in 
cases of syphilis are: that the host is incapable of producing antibodies ; 
that the blood serum contains an inhibitory substance, and that the 
colloidal state of the serum masks reactivity with the antigen. Studies 
on optimal zones of reactivity in the serology of syphilis indicate that 
the occurrence of at least certain false negative reactions with modern 
serodiagnostic tests is due to the limited serum: antigen ratios employed 
in these tests. Table 2 presents data of 10 cases of syphilis in which 
the optimal precipitation zone is outside the serum: antigen range of the 
standard Kahn test. It is evident that persons with syphilis may show 
optimal precipitation in zone III and no precipitation in zones I and II 
while others may show optimal precipitation in zone I and very weak 
or no precipitation in zone*II, Thus, in a certain percentage of cases 
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of syphilis negative reactions may be obtained with a serodiagnostic 
test, not because the patients are truly seronegative but because the 
serum: antigen ratios employed in the test are not optimal for these 
patients. 

All serodiagnostic tests, whether precipitation or complement fixa- 
tion, to my knowledge, employ single ratios of serum to antigen, with 
the exception of the standard Kahn test, which, as already indicated, 
employs three ratios. Actually, a test employing one ratio of serum to 
antigen can easily be as sensitive as, or more sensitive than, a test 
employing three ratios; all that is necessary is the use of an antigen 
of sufficiently high sensitivity. Thus, the presumptive Kahn procedure, 
which employs a single ratio of serum to antigen, is about 10 per 
cent more sensitive than the standard Kahn test, owing to the increased 
sensitivity of the antigen. As the sensitivity of the antigen is increased, 
the optimal zone of precipitation with different serum: antigen ratios 
widens but the basic serologic pattern remains the same. Hence, when 
serodiagnostic tests or supersensitive tests elicit negative reactions in 
known cases of syphilis, it can mean only that the reactions are negative 
in the serum: antigen ratios employed and it is possible that positive 
reactions would be obtained in other serum: antigen ratios. 

Based on these considerations, it becomes understandable why 
modern serodiagnostic tests may elicit negative reactions in certain 
cases of syphilis and yet elicit positive reactions in the absence of the 
disease. The explanation appears to be that the limited serum: antigen 
ratios of serodiagnostic tests may not be optimal for certain cases of 
syphilis and may be optimal for certain nonsyphilitic cases. It is not 
claimed that the optimal zone procedure will elicit positive reactions 
in all cases of syphilis in which serodiagnostic tests elicit negative 
reactions. Only prolonged trial can indicate the extent to which this 
procedure will elicit positive reactions in such cases. That it elicits 
positive reactions in some of these cases is evident from the data pre- 
sented in this article. 


3. OPTIMAL ZONE REACTION IN THE ESTABLISHMENT OF CURE 
FOLLOWING THERAPY IN SYPHILIS 

It is common knowledge that seronegativity following therapy can- 
not be taken as a criterion of cure. This is understandable. For as 
long as seronegativity is encountered in certain cases in the presence 
of syphilis, seronegativity following therapy might also occur in the 
presence of the disease. If it were possible to have a serologic procedure 
which would be able to detect nearly all cases of syphilis, negativity 
following therapy could, with reasonable certainty, be accepted as a 
criterion of cure. Hence, to the extent to which the optimal zon 
procedure will prove effective in the detection of syphilis in all its 
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manifestations, it will prove similarly effective as a criterion of cure 
following therapy. 

In the evaluation of the rapid methods of treatment, it would seem 
particularly desirable to apply the optimal zone procedure. The pro- 
longed follow-up system necessary with the use of present day sero- 
diagnostic tests is well known and is important as an aid in the 
detection of relapses. But relapses can mean only that the patients 
under observation have never been cured; hence, they may never 
have been truly seronegative. They merely became negative with 
serodiagnostic tests, which is equivalent to being negative in the 
particular serum: antigen ratios employed in these tests. They might 
have shown positivity in certain serum: antigen ratios of the optimal zone 
procedure. 

There is obviously great need for a serologic criterion of cure in 
syphilis. It is clear that any such criterion will have to undergo 
extensive and prolonged trial. Considering, however, the time and 
expense necessary to follow up a patient who, let us savy, had undergone 
one of the rapid methods of treatment, the use of an elaborate serologic 
method such as the optimal zone procedure seems justifiable. 


4, OPTIMAL ZONE REACTION IN THE DEMONSTRATION OF 
DIFFERENT PRECIPITATION PATTERNS IN DIFFERENT 
SITUATIONS IN SYPHILIS 

In 1923? I reported different precipitation trends with the three 
serum: antigen ratios of the standard Kahn test (table 3). In some 


TasLe 3—Typical Precipitation Reactions with Four Different Serums 


Serum : Antigen Suspension 


Serum 3:1 6:1 12:1 Clinical Diagnosis 
1 4 4 } Hunterian chancre, early secondary 
3 4 2 Probably latent, untreated 
+ 2 + Intensively treated 
4 Free from syphilis 


Adapted from Kahn 


instances complete precipitation was noted in all three ratios; in others 
complete precipitation was noted only in the ratio in which the serum 
was increased in relation to the antigen; in still others complete pre- 
cipitation was noted only in the ratio in which the serum was reduced 
in relation to the antigen. This observation gave some indication of 
the existence of different serologic patterns in syphilis. To elicit these 
patterns fully, however, it was necessary to employ an extensive serum: 
antigen range. ? 


2. Kahn, R. L.: Rapid Precipitation Phase of the Kahn Test for Syphilis, 
1.A.M.A. 81:88 (July 14) 1923. 
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Table 4 presents the four precipitation patterns of the optimal zone 
reaction in 24 cases of syphilis in which the patients have undergone 
various degrees of therapy. Pattern 1, in which optimal precipitation 
occurs with excess of antigen in relation to serum (zone |), is noted 
most frequently in late syphilis, less frequently in early syphilis. Pattern 
2, in which optimal precipitation occurs with moderate amounts of 


serum and antigen (zone I1), is noted most frequently in cases of 


treated syphilis both early and late. Pattern 3, in which optimal pre- 


TABLE 4.—Optimal Zone Reactions in Different Cases of Syphilis 


Serum : Antigen Suspension 


Zone II 


Zone 1 (Standard Kahn Zone III Clinical 
No. 2:1 6:1 | 24:1 36:1 48:1 75:1 100;1 Syphilis 
Optimal Precipitation with Increase of Antigen Over Serum 
1 4 4 4 1 ~ Lute latent 
2 4 4 4 4 4 4 - -= Late latent 
3 4 4 4 4 4 2 l Late latent 
4 4 4 4 4 4 2 — Late latent 
5 4 4 4 4 4 4 4 4 Early latent 
6 4 4 4 4 4 4 3 3 2 1 Secondary 
Optimal Precipitation with Moderate Serum : Antigen Amounts 
7 na } 1 Early latent 
8 + : 2 2 — - Early latent 
9 1 4 4 4 - Late latent 
10 : 4 4 4 Late latent 
11 4 4 4 4 o - Tabes 
12 4 4 4 4 4 1 2 1 1 Secondary 
Optimal Precipitation with Increase of Serum over Antigen 
13 — + - 1 3 $ 4 4 4 Primary 
14 — 4 4 4 4 2 Primary 
15 - 4 “4 4 4 4 4 4 Primary 
16 l 4 4 4 4 4 4 4 4 Primary 
17 4 4 4 4 4 4 4 4 $ Secondary 
18 . 4 4 4 4 4 4 4 Late latent 
Precipitation in All Ratios 
19 3 4 4 4 4 4 4 4 4 4 Primary 
20 4 4 4 4 4 4 4 4 4 4 Secondary 
21 4 4 $ 4 4 4 4 4 4 4 Secondary 
22 4 4 4 4 4 4 4 4 4 4 Early latent 
23 4 4 4 4 4 4 4 4 4 4 Late latent 
44 4 4 4 4 4 4 4 4 4 4 General paresis 


cipitation occurs with excess of serum in relation to antigen (zone IIT), 
is noted frequently in early syphilis and least frequently in late syphilis. 
Pattern 4, in which precipitation is noted in all serum: antigen ratios, 
may occur apparently in all stages of syphilis, especially of untreated 
or of little treated syphilis. 

The significance of the different precipitation patterns in the diag- 
nosis and treatment of syphilis can be detgrmined only if these patterns 
are observed in the same patients before, during and after therapy. 
Thus, 2 patients with the primary stage of syphilis may have posi- 
tive reactions with serodiagnostic tests and precipitation readings of 
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24444444 with the optimal zone procedure. In the course of 
several months, after having been treated by one of the rapid methods, 
the patients have negative reactions with serodiagnostic tests. But with 
the optimal zone procedure the patients show some serologic activity, 
patient 1 having precipitation readings of 1 + 3 ——-— and patient 
2 showing readings of 4+ 2 These precipitation readings 
indicate decided differences in the serologic response of these 2 patients 
to the therapy. Patient 1 exhibits a serologic picture common in cases 
of treated syphilis approaching negativity. The antibody concentration 
of the serum is low, and positivity can be demonstrated only in a 
narrow range of serum: antigen ratios, apparently optimal in the middle 
zone. This residual positivity may spontaneously disappear in_ the 
course of a month or two, the patient becoming completely seronegative ; 
or it may flare up as a result of a clinical relapse. Patient 2, on the 
other hand, exhibits a serologic picture common in late syphilis. 
Precipitation is noted only in the first two ratios of the optimal zone 
procedure, presumably because the serum is especially rich in anti- 
hodies and hence reacts only with the large amounts of antigen present 
in these ratios. The negative readings in the remaining eight ratios 
are due to the disproportionate amounts of antibodies and antigen in 
these ratios : namely, very high concentration of antibodies and low 
concentration of antigen. If the concentration of antibodies is reduced 
by diluting the serum with isotonic solution of sodium chloride, positive 
precipitation will be obtained in these ratios. Patient 2, with this sero- 
logic response, is not likely to become seronegative spontaneously, and 
he may indeed need extraordinary therapeutic measures. Obviously, 
the full significance of each of the four serologic patterns in the diag- 
nosis and treatment of syphilis can become evident only after extensive 
trial. 

It should be emphasized that the optimal zone procedure is not a 
serodiagnostic test to aid physicians in the establishment of a diagnosis 
of syphilis. As already pointed out, it is applicable only to cases in 
which a diagnosis of syphilis has already been established. Also, the 
optimal zone procedure is of no value in the detection of false positive 
reactions, for which my verification test * is employed in this laboratory. 
The extent to which the procedure gives different serologic patterns 
with various animal (pig, horse, rabbit and other) serums is under 
investigation in this laboratory. Thus far it has been observed that 
certain of these serums show precipitation in all ten serum: antigen 
ratios and that others show optimal precipitation in zone IIT, in which 
the serum is in excess of antigen. 

3. Kahn, R. L.: Technique of -the Standard Kahn Test and of Special 
Kahn Procedures, Ann Arbor, University of Michigan Press, 1946, p. 31. 
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5. QUANTITATIVE OPTIMAL ZONE REACTION 

Quantitive optimal zone determinations are carried out by making 
serial dilutions of serum with isotonic solution of sodium chloride 
and employing these dilutions in each of the serum: antigen ratios of the 
optimal zone procedure ; the highest dilution of serum showing precipita- 
tion is the optimal quantitative titer. Present day quantitative serologic 
procedures are based on a single ratio of serum to antigen. This ratio 
may or may not give the optimal quantitative titer in a given case. 
Thus, in a syphilitic person giving an optimal zone reaction, let us say, 
of --~4442-—---, the routine quantitative Kahn procedure, employ- 
ing a 6:1 ratio of serum: antigen, is likely to give the optimal quantita- 
tive titer. But for a syphilitic person giving an optimal zone reaction 
of ----—-—-~ 2444, the 6:1 serum: antigen ratio is not applicable, as 
it lies within the zone of seronegativity and any quantitative determina- 
tion in that ratio is likely to give negative results. In this case, a 
quantitative test performed with a serum: antigen ratio of 76:1 might 
give the optimal quantitative titer. 

In the early years of the Kahn reaction, I considered the use of 
three serum: antigen ratios in the diagnostic test and eight or ten ratios 
in the quantitative test.‘ Hopkins and Rockstraw ° and Wilson, Kurtz 
and Larkum ® also suggested the use of increased serum: antigen ratios 
over the three ratios of the diagnostic test for quantitative determinations. 
The main difficulty with the use of multiple serum: antigen ratios in a 
quantitative procedure was the requirement of a relatively large amount 
of serum, such as 2 cc. I chose instead a quantitative procedure, since 
known as the quantitative Kahn procedure, based on serial dilutions 
of serum with isotonic solution of sodium chloride, for which relatively 
minute amounts of serum, such as 0.1 or 0.2 cc., are sufficient. 

It is not recommended that quantitative optimal zone determinations 
replace the quantitative Kahn procedure in the routine follow-up of 
treated patients. The simplicity of the latter procedure and its basic value 
in the majority of cases make it preferable for routine use. The clinical 
value of the quantitative optimal zone procedure is under investigation. 


6. TECHNIC OF OPTIMAL ZONE PROCEDURE 

The technic of the optimal zone procedure is outlined in table 5. 

It will be noted that the serum and the antigen suspension in zone II 
are employed in micro amounts. The antigen suspension is measured 
with a 0.1 cc. pipet graduated in 0.001 cc. The serum in amounts up 


4. Kahn,!» p. 132. 

5. Hopkins, J. G., and Rockstraw, E. W.: Quantitative Determination of 
the Kahn Reaction, J. Lab. & Clin. Med. 13:146 (Nov.) 1927. 

6. Wilson, D.; Kurtz, M. B., and Larkum, N. W.: The Zone of Precipita- 


tion in the Kahn Test, Am. J. Syph. & Neurol. 18:355 (July) 1934. 
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to 0.2 cc. is measured with a 0.2 ce. pipet graduated in 0.001 cc., and 
in amounts over 0.2 cc. with a 1 ce. pipet graduated in 0.01 cc. The 
isotonic solution of sodium chloride is also measured with a 1 ce. pipet, 
or it desired, with a 2 cc. pipet. The technical steps are the same as 
those employed in the standard Kahin test. 

The types of reactions noted are illustrated in table 1. In reporting 
to physicians, it seems best to report the readings in all ten tubes. 
Thus, when all tubes show a 4 plus precipitation, the report should 
read 4444444444, and when none of the tubes show precipitation 
the report should read — — — - --—-. It is evident that tubes 
3,4 and 5 in the series contain the serum: antigen ratios employed in the 
Kahn test. 

The optimal zone procedure, while consisting of ten ratios of serum: 
antigen, need not be limited to that number of ratios; additional 


5.—Jechnic of Optimal Zone Procedure 


Serum : Antigen Suspension 
Zone II 
Zone I (Standard Kahn) 
3:1 3:1 6:1 12:1 24:1 36:1 48:1 76:1 100:1 


Zone III 


Standard Antigen Suspension, C¢ 
0.00 0.05 0.02 0.01 0.01 0.01 0.005 0.005 0.005 0.005 
Serum, Ce. 
0.05 0.1 0.06 0.06 0.12 0.24 0.18 O.24 0.38 0.5 
0.9% NaCl Solution, Ce. 
v 1.9 0.4 0.4 0.5 0.2 0.25 0.2 0.1 0 


ratios, such as 1:2 and 1:3 and 150:1 and 200: 1, might be employed 
in some cases. Studies are in progress to determine the value of 
sensitized antigen (of the presumptive test) in the optimal zone pro- 
cedure. 

Indications are that only antigens having “sloping” * titers are suit- 
able in eliciting different precipitation patterns with the optimal zone 
reaction and that antigens having “flat” titers are not suitable. Anti- 
gens having sloping titers show titration pictures of increasing clarity 
with the increase in the amounts of isotonic solution of sodium chloride 
in the preparation of the antigen suspensions. Antigens having flat 
liters show titration pictures of similar clarity with the increase in the 
amounts of isotonic solution of sodium chloride in the preparation of 
the antigen suspensions. Efforts are being directed in this laboratory 
to standardize all Kahn antigens to exhibit sloping titers. 


7. Kahn,’ p. 53. 
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The tubes are shaken for three minutes, and the results are read after the addition of salt a 
solution, 
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7. SUMMARY 

A serologic method is presented, of a broader scope than current 
serodiagnostic tests, intended to supplement these tests in cases in 
which the diagnosis of syphilis is definitely established. This method, 
known as the optimal zone procedure, is based on the use of multiple 
serum: antigen ratios. By the use of these ratios, positive results may be 
obtained in known cases of syphilis in which serodiagnostic tests give 
negative results. -\lso, negative results given by the procedure following 
therapy in syphilis may serve as a better indicator of cure than negative 
results given by serodiagnostic tests. Finally, the method elicits different 
serologic patterns in different situations in syphilis—patterns which 
may indicate serologic trends of clinical significance. 

Clinical material for this paper was furnished by Dr. Arthur C. Curtis, 
acting chairman of the department of dermatology and syphilology, University 
Hospital, University of Michigan; by Dr. Grant Morrow, of the same depart- 
ment; by Major Nelson Ryan, United States Public Health Service, director, 
Michigan Rapid Treatment Center, Ann Arbor, and by Dr. Loren W. Shaffer, 
director, Social Hygiene Clinic, Detroit. Technical assistance was rendered 
by Ella M. Brandon, Catherine Adams and Elizabeth B. McDermott. 
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Clinical Notes 


MOLLUSCUM CONTAGIOSUM TREATED WITH SULFADIAZINE 
CARL W. LAYMON, M.D., MINNEAPOLIS 


In 1941 Sommerville! reported on & cases of molluscum contagiosum in which 
the patients had been treated with sulfapyridine. In 6 cases the disease cleared 
completely, and in 2 it was necessary to stop the treatment within a short time 
because of toxic reactions to the drug. Sommerville pointed out that sulfapyridine 
had a definite lethal effect on the causative virus of molluscum contagiosum 
Four of Sommerville’s patients who took sulfapyridine regularly in doses ot 


30 to 60 grains (2 to 4 Gm.) daily were cured within varying periods of two 


to eight weeks. For 2 patients who took the drug only at irregular intervals 
three to four months was required for complete cure. Two patients who failed 
to respond when the daily dose was 15 grains (1 Gm.) had clearing when the 
dosage was increased to 30 grains daily. Of the 6 patients who were cured, 5 
were children ranging in age from 9 months to 15 years. 

In 1942 Hill and Downing? reported another case of molluscum contagiosum 
in a white man aged 44, which responded favorably to sulfapyridine. There were 
fifteen lesions of one year’s duration on the trunk and arms. The patient was 
given sulfapyridine (7% grains [0.5 Gm.] four times daily), and within a week 
all the lesions except one had disappeared. The latter was removed by desiccation 
There were no recurrences within four months following treatment. 

A few months ago | observed a case of molluscum contagiosum in a_ child, 
in which the lesions were so numerous that local therapy would have been a 
formidable procedure. Chemotherapy with sulfadiazine was completely successful 
The patient was a boy aged 12, who reported for examination on March &, 1945 
There were about a hundred lesions of molluscum contagiosum on the buttocks, 
in the intergluteal cleft and on the scrotum. Treatment with sulfadiazine (15 
grains orally four times daily) was instituted on March 15. Within one week 
the lesions had diminished in size considerably. The dosage of the drug was 
reduced to 7! grains four times daily, and within another week the only signs 
of the disease were pink macules at the sites of former nodules. There has been 
no recurrence in several months. 

COMMENT 


From the few reports in the literature it seems that both sulfapyridine and 
sultadiazine are effective drugs in the treatment of molluscum contagiosum. Other 
sulfonamide compounds might be similarly useful. Because of possible toxic 
reactions the routine use of sulfonamide compounds in treating this disease, how 
ever, seems hardly justifiable, since simple harmless local measures are successful 
in ordinary cases. For certain persons, especially children, whose lesions are 
extremely numerous chemotherapy with sulfonamide compounds may be used 

From the Division of Dermatology, University of Minnesota, H. E. Michelson, 
D., Director. 

1. Sommerville, J.: | Molluscum Contagiosum and M. & B. 693, Brit. J 
Dermat. 53:255-257 (Aug.-Sept.) 1941. 

2. Hill, W. R., and Downing, J. G.! Molluscum Contagiosum Cured with 
“ulfapyridine, Arch. Dermat. & Syph. 46:139-140 (July) 1942 
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PURPURA DUE TO _ IODIDES 
Report of a Case 


WILL C. DAVIS, M.D., and THOMAS S. SAUNDERS, M.D., PORTLAND, ORE. 


The occurrence of purpuric manifestations following the administration of 
iodides was recorded in 1877 by Fournier.1 Other reports were made by Robinson 
in 1893,2 Milian in 1899.3 Mackenzie in 1889, Wilson in 1889,° Hudelo and Lebar 
in 19046 and Dennig in 1933.7 While cutaneous manifestations from the internal 
use of iodides are common, and, indeed, often anticipated, we feel that purpuric 
lesions are of sufficient rarity to justify this case report. We consider that purpura 
resulting from iodides is an ominous sign—if the use of the drug is continued, a 
fatality might result. Therefore one must recognize the possibility that purpura can 
be caused by the administration of iodides. In our experience, it occurs so rarely 
as to make one suspect other causes rather than the obvious (and true) one. 


REPORT OF CASE 


B. F., a 48 year old man, was first seen by one of us (W. C. D.) in November 
1944. He complained of severe headaches, progressive loss of vision in the right 
eve and some unsteadiness of gait. 

Physical examination showed a positive Romberg sign and diminished knee 
jerks and ankle jerks. The heart and lungs were normal. 

Ophthalmologic examination showed 20/50 vision in the left eye and 20/200 
vision in the right eye. The pupils were unequal and did not react to light. There 
was pallor of the optic nerves. 

The Kolmer and Kahn serologic reactions of the blood were 4 plus. The 
Kahn reaction of the spinal fluid was 4 plus; there were 87 cells per cubic milli- 
meter; the total protein level was 80 mg. per hundred cubic centimeters, and the 
colloidal gold curve (Lange test) was 011231000. Adiagnosis of tabes dorsalis 
(with primary atrophy of the optic nerve) was made. 

On November 13 the patient was instructed to take 15 grains (1 Gm.) of 
potassium iodide three times daily. This was accompanied with weekly intra- 
muscular injections of bismuth subsalicylate (0.2 Gm.). His headaches diminished 
in severity, and his vision rapidly improved. He reported some soreness in the 
salivary glands. This was attributed to the potassium iodide, but he was advised 
to continue taking it. 


1. Fournier, A.: Petechial Iodism, Rev. mens. de méd. et chir. 1:653-664, 1877. 

2. Robinson, T.: Rapid Production of Purpura After Small Doses of Iodide 
of Potassium, Lancet 1:471, 1893. 

3. Milian, G.: Iodide Purpura of the Buccal Mucosa, Presse méd. 2:193, 1899. 

4. Mackenzie, S.: Fatal Purpura From Iodide of Potassium, Illus. M. News 
1:169, 1888-1889. 

5. Wilson, J. H.: Purpura Haemorrhagica from Iodide of Potassium, Brit. 
M. J. 1:470, 1889. 

6. Hudelo and Lebar: Purpuric Iodism with Probable Association of Tubercu- 
lides of the Angiokeratoma Variety, Bull. Soc. frang. de dermat. et syph. 15: 
361-364, 1904. 

7. Dennig, H.: Thrombopenic Purpura Following Medication with Iodine, 
Miinchen. med. Wchnschr. 80:562, 1933. 
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On December 1 definite purpura of the lower extremities was noticed by the 
patient and the physician. No other signs or symptoms were present. Examina- 
tion of the blood at this time showed a hemoglobin content of 86 per cent (Sahli), 
4,560,000 red cells, 12,400 white cells and 100,000 platelets. 

Feeling that the bismuth was responsible for the purpura, we discontinued its 
use and administered oxophenarsine hydrochloride. However, the purpura persisted. 
Our attention was now drawn to the potassium iodide as a possible cause; hence 


Purpuric lesions produced by readministration of potassium iodide. 


it was discontinued. The purpuric lesions promptly disappeared. Since the) 
cleared, we have been able to reproduce the lesion experimentally by a single dose 
of 5 grains (0.3 Gm.) of potassium iodide (fig.). 


SUMMARY 
A case of purpura from the administration of potassium iodide is reported. 
Because of its ominous import, we feel that the possibility of the production oi 


purpura should be kept in mind whenever iodides are used. 


Medical-Dental Building. 
Medical Arts Building. 
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Abstracts from Current Literature 


Epitep By Dr. HERBERT RATTNER 


AcuTE SYPHILITIC MENINGITIS TREATED WITH PENICILLIN. Russe_t A. NELSON 
and Leroy Duncan, Am. J. Syph., Gonor. & Ven. Dis. 29:141 (March) 1945. 


In 10 cases of acute syphilitic meningitis treated with penicillin intramuscularly, 
the immediate results were excellent, from both the clinical and the laboratory 
standpoint. While penicillin does net appear in the cerebrospinal fluid after fre- 
quent intramuscular administrations, the drug is effective against acute syphilitis 
meningitis when given by the intramuscular route. 

Clinical relapse did not develop in any of the 10 patients treated (ninety-eight 
to three hundred and ten days after treatment). One patient showed a serologic 
relapse in the spinal fluid. 

The total amount of penicillin administered to a patient varied from 600,000 
to 4,000,000 units; the duration of treatment varied from seven and one-half to 
eleven days. 

The authors recommend that patients with acute syphilitic meningitis receive 
a total of 2,000,000 to 3,000,000 Oxford units of penicillin administered by the 
intramuscular route every three to four hours day and night over a minimum 
period of eight to sixteen days. 


Fase Positive SEROLOGIC REACTIONS FOR SYPHILIS WITH SPECIAL REFERENCE 
TO THOSE DUE TO SMALLPOX VACCINATIONS (VACCINIA). R. REIN and 
ELIzABETH S. E_ssBerc, Am. J. Syph., Gonor. & Ven. Dis. 29:303 (May) 1945. 


Biologic false positive reactions occur with some frequency following vaccina- 
tions for smallpox, and it is important to rule out that possibility before anti- 
syphilitic treatment is instituted. From the results obtained in this study it would 
seem that about ten to fourteen days must elapse after vaccination for smallpox 
before the first false positive reaction tor syphilis is detected. A similar incuba- 
tion period was noted in patients with primary atypical pneumonia, while in malaria 
false positive reactions are observed four to seven days after the first febrile attack. 

Following vaccination the maximum degree of positivity was usually seen 
between the fourteenth and the twenty-first day. The majority of serums with 
false positive reactions due to smallpox vaccination became negative within three 
months. 


PENICILLIN IN Late Sypuitis. J. H. Stokes and others, Am. J. Syph., Gonor. & 
Ven. Dis. 29:313 (May) 1945. 


The authors by means of tables and case records attempt to evaluate the status 
of penicillin in treatment of late syphilis. Striking improvements were obtained in 
syphilis of the central nervous system and in late cutaneous syphilis. Interstitial 
keratitis showed an erratic response to penicillin, and the response of serofastness 
in late latent syphilis is not encouraging thus far. 

“As a general statement it may be said that penicillin, as the sodium salt of an 
as yet incompletely analyzed and understood substance, is an effective therapeutic 
agent in the treatment of late syphilis. Under conditions not yet clearly defined, 
it produces transformations, symptomatically and serologically, without reaction or 
even serious inconvenience to the patient, which are equal if not superior to those 
obtained by long and arduous procedures involving the arsenicals and heavy metals. 


646 


{ 
| 
é 
i 
+ 


ABSTRACTS FROM CURRENT LITERATURE 647 


Trime-DoseE RELATIONSHIPS OF PENICILLIN THERAPY. W. McDermott, MARIA 
Benoit and R. DuBots, Am. J. Syph., Gonor. & Ven. Dis. 29:345, 1945. 


Observations of the action of penicillin on infectious syphilis suggest that only 
short periods of action of penicillin are necessary for the immediate destruction 
of a large number of organisms but prolonged action is necessary for cure. In 
addition, there is some evidence that in vivo large increases in the concentration 
of penicillin for short periods do not shorten the period of time necessary for cure. 

As both studies in vitro and clinical experience lend support to the thesis that 
it is not the production of multiple peaks of high concentrations of penicillin but 
the length of the action at low concentrations which is the important factor, it is 
suggested that the action time of penicillin be given consideration in the planning 
ot new regimens for the treatment of syphilis. 

There is a possibility that once the initial effect of the penicillin action has 
occurred subsequent action need not be absolutely continuous to obtain the 


maximum effect. Recter. Milwaukee. 


[TREATMENT OF SKIN DISEASES IN THE Tropics. Tuomas W. CLark, Bull. U. S. 
Army M. Dept., April 1945, no. 87, p. 70. 


The cutaneous diseases most commonly encountered in an Army hospital served 
for more than a year and a half in the South and Southwest Pacific were 
dermatophytosis, dermatitis venenata and bites of insects and mites. The char- 
acteristics of these diseases were much the same as in temperate zones, but they 
tended to be more persistent and severer. Secondary infections complicated nearly 
every case, and most often it was the infection, and not the primary disease, that 
led to hospitalization. 

Good general care, strict adherence to aseptic surgical technics and the judicious 
use of local therapy were the important factors in the treatment 


Contact Porson PLANTS IN THE Wortp Tropics. E. D. Merrit, Bull. 
U.S. Army M. Dept., April 1945, no. 87, p. 115 


Many physicians perhaps do not realize that certain trees and some shrubs in 
the Old World tropics, all belonging in the same natural family of plants as the 
poison oak and poison ivy (Rhus), the Anacardiaceae, are violent contact irritants. 
Contact with the fresh sap, and some species with fresh leaves, or with freshly 
sawed lumber may cause violent dermatitis corresponding exactly to that 
caused by Rhus. The genus Rhus is of worldwide distribution and contains about 
two hundred described species, yet only a very few of the species are actually 
poisonous; these are confined to North America, eastern Asia and Japan. In the 
Indo-Malaysian region some of the species in certain other anacardiaceous genera 
are poisonous; all of these, with the exception of some shrubs of genus Semecarpus, 
are trees. 

As in certain persons a characteristic eruption, known as mango rash, develops 
after the eating of the fruits of the common mango (Mangifera indica), it is 
suspected that the poisonous principle may be present in very small quantities 
in the fruit. It is also well known that the lumber of Gluta benghas, exported at 
times from Malaya to Europe and the United States, may cause severe dermatitis 
among the millmen and carpenters who work with it. 

The treatment is the same as for Rhus dermatitis. The irritating principle 
being a nonvolatile, irritating oil, any use of salves should be avoided; such treat- 
ments merely tend to spread the irritating principle. Thorough washing or 
scrubbing with a warm, strong, alkali soap solution is always indicated; bathing in 
alcohol is also of value. Merrill states that one of the most effective methods of 
treatment is to bathe the affected parts with ordinary photographic hypo (saturated 


lution of sodium hyposulfite). 
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TrENCH Foot: THE DriAGNosTiIc VALUE OF “ISCHEMIC Patn.” A. E. SCHECTER 
and CHARLES A. RaGANn, Bull. U. S. Army M. Dept., June 1945, no. 89, p. 98. 


A type of pain brought on by vascular occlusion, which is seen almost exclu- 
sively in trench foot, 1s described. It is suggested that this pain is related to 
ischemia. It is believed that the severity of the local tissue damage in patients 
with trench foot can be correlated with the response to vascular occlusion. The 
procedure can be used to advantage in forward areas to determine accurately and 
promptly the diagnosis of trench foot. It is suggested that the term “ischemic 
pain” be applied to this phenomenon. Srraxoscu, Denver. 


A Fie_p Stupy oF LATENT TULAREMIA IN RODENTS WITH A List oF ALL KNOWN 

NATURALLY JNFECTED VERTEBRATES. A. L. BurrouGHs, R. HOLDENRIED, 

D. S. LoNGANECKER and K. F. Meyer, J. Infect. Dis. 76:115 (March- 

April) 1945. 

The authors found that latent tularemia infection was present in Rattus 
norvegicus, Microtus californicus and Peromyscus maniculatus. None of their 
ectoparasites were infected. The authors suggest the possibility of an air-borne 
transmission of tularemia among some rodents and include a list of vertebrates 
known to be naturally infected wi ularemia a . 

y iniected with CoRNBLEET, Chicago. 


DerMATITIS EXFOLIATIVA FOLLOWING ARSPHENAMINE THERAPY: OBSERVATIONS 
on Firty Cases. M. J. Costerto and S. Lanny, New England J. Med. 
232: 369, 1945. 

Costello and Landy have observed 50 patients with exfoliative dermatitis 
attributable to arsphenamine, 26 women and 24 men, of whom 48 were improved 
or cured and 2 died. Forty-two had received neoarsphenamine; 2 had received 
oxophenarsine hydrochloride and 2 had received acetylglucoarsphenamine. Clinical 
jaundice occurred in 2 patients. Twenty-seven patients had a positive Wassermann 
reaction of the blood and 23 a negative one. Sodium thiosulfate administered to 
30 patients proved of no value. Dextrose injected intravenously appeared to 
be of benefit. Crude liver extract administered intramuscularly had to be discon- 
tinued because of formation of abscesses. Recommendations for prevention and 
treatment are given. 


An EVALUATION OF SULFONAMIDE OINTMENT Bases. R. W. Howarp, New 
England J. Med. 232:698, 1945. 


According to the experimental studies of Howard, if optimum therapeutic 
efficacy is to be realized all grease or cold cream bases for external applications 
of sulfonamide drugs should be avoided. Greasy bases obstruct the release of 
the drug. Moreover, they are not miscible with water; they are sticky and 
objectionable to the patients, and they are difficult to remove. High levels of 
sulfonamide compounds are released by oil in water emulsions, stearate vanishing 
creams, bentonite and pectin jelly bases. r 


A Review oF RECENT FINDINGS IN Finartasis. D. R. A. WHarRTON, New York 
State J. Med. 45:500, 1945. 


Because of the possibility of the introduction of filariasis into the United States 
with the return of the troops from the tropics, Wharton describes the various 
methods of diagnosing the disease—biopsy, finding of calcified worms by roentgeno- 
logic examination, presence of microfilarias in the blood and the cutaneous test. 
The treatment is symptomatic. Probably in many of the patients the infection 
will terminate spontaneously, and the menace to this country is relatively small. 
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Mycosis Funcowes: Two Unusvuat Types, One PresentinG LEoNINE Facies: 
THE OTHER, PARAPSORIASIS (7) IN PatcHes FoR THirty YEARS. E. W. 
ApRAMOoWITZ and B. KaNnee, New York State J. Med. 45:512, 1945, 

Two interesting cases of mycosis fungoides are described, one presenting a rare 
facial appearance resembling nodular leprosy and the other, presenting lesions of 
classic parapsoriasis for thirty years, later proved to be mycosis fungoides. 


A Brier History oF DerMatotocy in New York City: Its SHARE IN THE 

PROGRESS OF THE SPECIALTY IN America. P. E. Becuet, New York State 

J. Med. 45:629, 1945. 

From the founding, in 1869, of the New York Ds rmatological Society, the oldest 
in the world, P. E. Bechet takes the reader through the beginning, in 1836, of 
American dermatology the opening by H. D. Bulkley of the Broome Street 
Infirmary for Diseases of the Skin, the appearance of the first journal on dermatol- 
ogy in 1870, the publication of Piffard’s textbook on dermatology and the opening 
of the largest hospital for cutaneous diseases in America, the New York Skin 
and Cancer Hospital. Highlights of the lives of Bulkley, Piffard, Fox, Sherwell, 
Keyes, Robinson, Morrow, Fordyce, Pullitzer and Taylor are given. 


RoncHESE, Providence, R. I. 


Non-Acip-Fast ForMs oF THE MycopactertumM oF HuMAN LEPROSY. ELEANOR 
ALEXANDER-] ACKSON, Science 101:563 (June 1) 1945. 


The author has developed a triple stain method which reveals non-acid-fast 
forms of Mycobacterium tuberculosis not disclosed by the usual Ziehl-Neelsen 
technic. With this method, acid-fast tubercle bacilli stain red: non-acid-fast forms 
(rods, granules and zooglea) stain blue, while other organisms, tissue cells, etc., 
form a light green background. 

With this technic, nasal smears and smears from cutaneous lesions of patients 
with leprosy were studied. Of the 34 patients, 84 per cent showed zoogleic and 
granular or sporelike forms; 50 per cent showed zoogleic forms only; 40 per 
cent showed some acid-fast forms and 34 per cent showed acid-fast or non-acid-fast 
rod forms. 

The author concludes that “while relatively few cases are reported here, and 
mycobacterium leprae cannot as yet be cultured on suitable media or successfully 
inoculated into animals in order to obtain absolute experimental proof, nevertheless, 
these findings strongly suggest that the mycobacterium of leprosy, like the 
mycobacterium of tuberculosis, has a zoogleal form or phase. The existence of 
non-acid-fast forms in leprosy may explain certain peculiarities in the course of 
the infection, such as its protracted incubation period, and the difficulty in demon- 
strating bacilli in certain types of lesions. The results of this limited study would 
cem to encourage more extensive observations with the aid of the Triple Stain 


Technic.” 
RATTNER, Chicago. 


ERYTHEMA MULTIFORME. WERNER W. DUEMLING and Tueopore A. LESNEy, 
U.S. Nav. M. Bull. 44:968 (May) 1945. 


Ten cases of primary erythema multiforme are reported, all observed during the 
pring. In every case there was involvement of the oral mucosa, and differentia- 
on from aphthous stomatitis, Vincent's angina, pemphigus and syphilis was 
quired. 


The average age of the patients was 22 years. The average temperature was 


‘00 F., and the average duration of symptoms was 11.1 days. There was no 


rticular racial distribution: all Kahn tests of the blood elicited negative reac- 
ns, and the cultures showed the usual saprophytic organisms. 
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Fivariasis: HistopatHoLocic Stupy. Paut Micuaer, U. S. Nav. M. Bull. 

45:225 (Aug.) 1945. 

On the basis of laboratory studies, the author concludes that filariasis should 
not constitute a public health problem in the continental United States and that 
instances of physical damage to the patient should be negligible. The immune 
reactions of the host together with the reticuloendothelial system are sufficient to 
destroy the parasite in most instances, provided the patients are evacuated from 
the endemic areas. 

The presence of the parasite in the host initiates a characteristic foreign body 
granulomatous reaction. Many of the cutaneous manifestations seen in filariasis 
are presumed to be allergic in nature. For diagnostic purposes the laboratory 
method of choice is histologic examination of suspected lesions, for the examination 
of the blood for microfilarias is often inadequate. 

The article includes eight excellent histopathologic illustrations in color. 


Ropin, South Bend, Ind 


ScABIES PROPHYLAXIS WITH “TETMOSOL” Soap. KENNETH MELLANBY, Brit. 
M. J. 1:38 (Jan. 13) 1945. 


Using a soap which contains 10 per cent Tetmosol (tetraethylthiuram mono- 
sulfide) Mellanby was able to control an epidemic of scabies in a mental disease 
hospital. 

Eleven weeks after the onset of a heavy infestation most patients were cured 


and the spread of the disease was prevented. 


PENICILLIN IN GONORRHOEA AND Sypuiuis. F. L. Lypon and W. R. Scott 
Cowe, Brit. M. J. 1:110 (Jan. 27) 1945. 

The present dose of penicillin used in the treatment of gonorrhoea is approxi- 
mately 100,000 units, a dose quite inadequate to cure syphilis but perfectly adequate 
to heal a primary lesion and influence, at least temporarily, the serologic reaction 
for syphilis. 

The authors raise three theoretic questions without attempting answers at this 
time. 1. What interval must elapse before a positive Wassermann reaction or 
systemic manifestations of syphilis will develop in such an inadequately treated 
patient? 2. On the analogy that early syphilis inadequately treated with the 
arsenicals frequently exhibits precocious tertiary lesions, will this also hold true 
for early syphilis inadequately treated with penicillin? 3. On the same analogy, is 
not such a patient likely to remain infective during the assumed latent period? 


IMPETIGO TREATED WITH SODIUM PENICILLIN Cream. J. Munro Gorn, Brit. M. J. 
1:152 (Feb. 3) 1945. 
The author succeeded in curing a patient with severe impetigo with a cream 
consisting of equal parts of hydrous wool tat, cod liver oil and water, to which 
was added enough sodium penicillin to make a cream of 500 Oxford units per gram. 


SHaw, Chattanooga, Tenn. 


INCIDENCE OF SCABIES IN A ComMUNITY UsING OrpDINARY SOAP AND TETMOSOL 
Soap. W. Bartriey, K. UNswortH and R. M. Gorpon, Brit. M. J. 1:332 
(March 19) 1945, 

The incidence of scabies in a closed community of 400 persons was observed 
over a period of thirty-one weeks, during the last thirteen of which Tetmosol soap 
was substituted for ordinary toilet soap. 
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During the eighteen weeks in which ordinary soap was used the incidence of 
scabies increased from 4 per cent to 9.2 per cent and 21 new cases were recorded. 
At the end of this period soap containing 5 per cent tetmosol (tetraethylthiuram 
monosulfide) was substituted for ordinary soap. During the remaining thirteen 
weeks of observation the incidence of scabies fell from 9.2 to 0.5 per cent and 
only 1 new case o¢curred. No cases of dermatitis were recorded. 


Supstances Usep ror Pepicutosis Capitis. Brit. M. J. 
1:409 (March 24) 1945. 


D.D.T. emulsion and lethane hair oil are the two insecticides of outstanding 
value in the treatment of pediculosis. D.D.T. is preferable because one treatment 
properly carried out should produce cure in every case, and the odor is not 
unpleasant. 

Since D.D.T. is insoluble in water, the hair can be washed without affecting 
its action. No toxic effect or irritation of the skin has been noted after the use 


of lethane hair oil or D.D.T. emulsion. 


4 Case oF D.D.T. Potsonrnc 1x Man. V. B. Wiceieswortn, Brit. M. J. 

2:517 (April 14) 1945. 

The subject was a healthy laboratory worker who was attempting to determine 
whether D.D.T. (dichlorodiphenyltrichloroethane) was liable to cause any local 
irritation. He deliberately allowed small quantities of acetone solution of D.D.T. 
to evaporate on the back of his hand and further permitted the hands to be 
immersed in a solution of D.D.T. for several minutes. Within the day symptoms 
developed, consisting of a feeling of heaviness and aching in the extremities and 
weakness in the legs. Symptoms became progressively worse until sleep became 
almost impossible because of periods of extreme nervous tension and involuntary 
muscular tremors. The subject had not recovered at the end of ten weeks. The 
case recorded is one of deliberate exposure to amounts of [D).D.T. far in excess 
of any that would be likely to be encountered .in practice. 


HyYPERTRICHOSIS WITH MENTAL CHANGES: EFFECT OF ADRENALECTOMY. 
RaymMonp GreENE, A. SPENCER Paterson and G. C. L. Brit. M. J. 
1:698 (May 19) 1945. 


A case of hypertrichosis associated with mental changes which gradually 
resolved after adrenalectomy is reported. Within two months after operation 
there was no sign of further growth of hair. 


TREATMENT oF ImpeTIGO. Mary S. Smitu and E. Cotin Jones, Brit. M. J. 1:699 
(May 19) 1945. 


The authors feel that antiseptics are not necessary in the successful treatment 
of impetigo. They recommend a method of treatment with simple calamine 
liniment which depends on the following six principles: first, exposure of all parts 
to treatment—by shaving if necessary ; second, avoidance of trauma; third, insuring 
that the dressings are kept in close contact with the affected parts and that they 
remain moist: fourth, removal of dressings for only the few minutes necessary 
for shaving or redressing and immediate reapplication; fifth, inclusion of all out- 
lving lesions in the treatment with the dressing extending about 1 inch (2.5 cm.) 
beyond the borders and sixth, alteration in the method of applying the medicament 
as occasion demands—e. g., from compresses to smears—with no alteration in the 


SuHaw, Chattanooga, Tenn. 
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NEW YORK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


Harry C. Saunders, M.D., Chairman 
Frank Vero, M.D., Secretary 
Dec. 5, 1944 


Pemphigus Vegetans. Presented by Dr. Timotuy J. Rrorpan. 

T. C., a woman aged 52, was admitted to Bellevue Hospital on July 18, 1944. 
About eight months prior to admission “blisters” developed on the lips, roof of the 
mouth, tongue and buccal mucosa. For six months the lesions were confined to 
these areas. About two months before admission new lesions developed on the 
scalp and in the axillas, groin and intermammary folds. Examination of the skin 
showed bullae varying from a few millimeters to 1.5 cm. in diameter on the fore- 
head, commissures of the mouth, upper lip, chin, axillas and groin. In the mouth 
there were bullae and ulcerations involving the palate, tongue and buccal mucosa. 

About six to seven weeks after the patient was admitted to the hospital several 
discrete, moist vegetative lesions developed in the axillas, in the groin and in the 
lett intermammary area. These lesions gradually developed a flat, smooth surface, 
erythematous in appearance. Under continued treatment, the lesions regressed, 
leaving pigmented areas. 

Laboratory studies showed the urine to be normal, and the Wassermann 
reaction of the blood negative; a blood count showed 12,250 leukocytes, with 71 
per cent polymorphonuclear leukocytes, 15 per cent lymphocytes, 8 per cent mono- 
cytes and 6 per cent eosinophils. 

The patient was given carbarsone tablets. Beginning with 0.25 Gm. a day, the 
dose was increased to 0.75 Gm. daily. The total amount given was 16 Gm. 


DISCUSSION 


Dr. E. Witttam AprAMowiItTz: The bullous and vegetating lesions lasted 
about eight or ten months, rather an accelerated pace for a benign pemphigus. 
The patient is apparently in good health now and’was not extremely sick during 
the entire time. Judging from the pigmentation and the configuration now present, 
I think that there is a possibility that the eruption is of the erythema multiforme 
fixed type, possibly resulting from a drug. The patient is entirely too insistent on 
the fact that she takes no drugs. There are few persons who do not take some 
medicines at one time or another. 

Dr. Frank C. Compes: This case is an interesting one from several stand- 
points. Ordinary pemphigus vulgaris—and by that the bullous type is usually 
meant—is characterized by alternating periods of exacerbation and _ remission. 
Many patients will get over their first siege without a great deal of difficulty, no 
matter what medicine is used. The second exacerbation will be stormier, and 
during the third it does not matter greatly what therapy is used. Pemphigus 
foliaceus and pemphigus vegetans are both usually gradually progressive, without 
remission. This case I have watched for some time. The patient had all the 
earmarks of pemphigus, if there are such things, with bullae particularly in the 
mouth and around the lips and hypoproteinemia with inversion of the albumin- 
globulin ratio, on which much importance is placed. This patient had tremendous 
vegetative lesions in the axillas, and there is no doubt in my mind that the diag- 
nosis is pemphigus. 
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Dr. Louts Tuttpan: I also observed this case for a long time, and I feel 
that the diagnosis was correct. Am I to understand that Dr. Abramowitz means 
that if a case runs on for ten months with benign symptoms the diagnosis should 
be changed ? 

Dr. TrmotHy J. Riorpan: I am grateful for the discussion of this case. 
I should like to mention that one of my reasons for presenting the case is to show 
the favorable response to a pentavalent arsenical, carbarsone (4-carbamidophenyl- 
arsonic acid) given at Bellevue Hospital at the suggestion of Dr. Robert P. Little, 
who is now preparing a preliminary report on these cases. 


Pernio with Milia. Presented by Dr. Timotny J. Riorpan. 


M. L., a man aged 47, is presented from St. Vincent's Hospital, with an 
eruption of the ear lobes of ten months’ duration. The patient has worked in a 
butcher plant for twenty years, spending eight to ten hours daily in the refrigerator 
at a temperature of 14 to 34 F. Ten months ago he noticed itching, burning and 
swelling of the lobes of the ears. 

Examination shows a heavy-set man with flushed face and cyanotic skin and 
ears. The ear lobes are tumefied and red and are studded with numerous pinhead- 
sized yellow milia which on acupuncture yield sebaceous, cheesy material. There 
are numerous lanugo hairs. 

Laboratory examination showed that the urine was normal. The blood count 
showed: hemoglobin, 100 per cent; red blood cells, 5,100,000, and white blood 
cells, 5,000, with 60 per cent polymorphonuclear leukocytes, 36 per cent lympho- 
cytes and 4 per cent monocytes. The tuberculin test elicited a strongly positive 
reaction in a dilution of 1: 100,000. Guinea pig inoculation gave negative results, 
even after prolonged observation. Roentgenologic examination of the chest showed 
the heart to measure 17 cm. in its transverse axis, which is slightly over average 
normal measurement. The aorta was moderately dilated. There was congestion 
in the central zones and bases of the lungs but no evidence of recent parenchymal 
infiltration or pleural involvement. There is billowing of both sides of the 
diaphragm. 

Biopsy showed the epidermis to be extremely thin. In the corium were found 
small epidermoid cysts filled with keratin. Between the cysts, the corium was 
densely infiltrated with lymphocytes and larger reticuloendothelial cells. 


DISCUSSION 

Dr. Max ScHEER: The diagnosis of pernio, I think, is correct. The presence 
of milia is an unusual feature. I do not recall having seen it before in pernio. 

Dr. Jack WorrF: I think that Dr. Scheer’s remarks are well taken. This is 
a favored site for small sebaceous cysts, and I think that is a more likely diagnosis 
than milia. I also noticed comedo-like lesions. 

Dr. TrmotHy J. RiorpaAN: In connection with Dr. Wolf's remarks about 
sebaceous cysts, these lesions were true milia and not at all like the steatomas 
I noted at first. I found that it was difficult to remove the milia. They were 
keratin balls and not sebaceous material, as mentioned in the report. Incidentally, 
in that particular area I found a practical method of removing the milia: I used a 
mouse tooth forceps, clamped the milium and broke the skin at the base, and it 
shelled out readily. 

I thought that some of these lesions bore a resemblance to tuberculosis, and the 
case was carefully studied, with roentgenologic examination of the chest and 
inoculations of a guinea pig. After two or three months the results of the latter 
were negative and the Mantoux test was strongly positive. The response to the 
removal of milia was striking. Of course, the man was warned about exposure to 
cold by going into the refrigerator in the course of his work. 
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Lichen Sclerosus et Atrophicus (Hallopeau). Presented by Dr. Timoruy J. 
RIORDAN. 

C. N., a white woman, is presented from St. Vincent's Hospital, with an eruption 
on the neck and chest of fifteen months’ duration. There are four alabaster white, 
hidebound patches up to 2 inches by 34 inch (5 by 1.9 cm.) in diameter above and 
below the clavicle and the sides of the neck and chest, with a 2 mm. pink areola, 
and several pinhead-sized white satellite atrophic lesions. 

The Wassermann reaction of the blood was negative; the urine was normal 
and the blood count showed 90 per cent hemoglobin, 4,950,000 red blood cells and 
9,500 white blood cells, with 76 per cent polymorphonuclear leukocytes and 24 per 
cent lymphocytes 

Biopsy showed the epidermis to be atrophic. In one area there was a piling-up 
of atrophic-looking prickle cells. In the corium there was a mild round cell 
infiltration. The granular layer was beaded, and in the subepidermal spaces there 
were casual areas of cellular elements pushed close to the epidermis, suggesting 
lichen planus. 

DISCUSSION 

Dr. Frank C. Combes: This case had all the clinical characteristics of the 
disease as presented. I think that the eruption is a perfect example of this derma- 
tosis and agree with the original diagnosis. 

Dr. Max SCHEER: This patient also presented in some lesions the horny plugs 
which are found in this disease, at least in the early stage. Later, I understand, 
these plugs fall out and disappear. 


A Case for Diagnosis (Boeck’s Sarcoid?). Presented by Dr. Timorny J. 
RIORDAN. 


M. S., a white woman aged 55, is presented from St. Vincent's Hospital, with 
a lesion on the left side of the nose, of eight months’ duration. 

Examination discloses a small cherry-sized, nonpainful, erythematous, infiltrated 
patch on the left side of the nose in the region ot the lacrimal sac. There is no 
history of injury or disease of the eye. 

The Wassermann reaction of the blood was negative, and the urine was essen- 
tially normal. Roentgenologic examination after injection of iodized poppyseed 
oil into the left lacrimal sac revealed normal conditions. Roentgenologic examina- 
tion of the paranasal sinuses showed the frontal sinuses to be of average size, 
without pathologic changes. The ethmoid sinuses showed chronic involvement on 
both sides. The antrums were asymmetric, the right being smaller. Some mucosal 
thickening was seen in the floor and lateral wall of the right antrum. The 
sphenoid sinuses showed nothing unusual. 

Biopsy showed a tiny bit of white tissue which consisted of corium containing 
many sebaceous and sweat glands. 

DISCUSSION 

Dr. EuGeENeE Travucotr BERNSTEIN: I agree with Dr. Rosen that one is dealing 
here with Boeck’s sarcoic. It is a question whether the related conditions of 
30eck’s sarcoid, Darier’s sarcoid, lupus pernio, erythema induratum, tuberculosis 
nodularis of the hypodermis, benign lymphogranulomatosis, osteitis tuberculosa 
multiplex cystoides and similar disorders should not be plainly named sarcoidosis. 
I should like to ask whether these diseases should continue to have different names, 
or should all these entities be placed under the term sarcoidosis ? 

Dr. Mavrice J. Costetto: I agree with the diagnosis. 

Dr. CHARLES WoLF: I believe that this solitary lesion has some features which 
one may consider as possibly of a malignant nature. The patient has seborrheic 
dermatitis, which is incidental. The inner canthus of the eye is a favorite site 
for epithelioma, and the patient is at the age when epithelioma is more apt to 


develop. Sarcoid or sarcoidosis is a disease of early or middle life. I therefore 


suggest another biopsy. 
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Dr. FRANK C. Combes: I do not think that the diagnosis of sarcoid should be 
accepted too quickly in this case. It is a possibility, but I do not think that there is 
enough evidence at present to justify it. There are no clinical systemic charac- 
teristics of sarcoid. On further investigation this may prove to be a case of that 
disease, but it appeared to me that one may be dealing with a type of scrofuloderma 
or some other type of tuberculosis. There is, however, no history of tuberculosis 
in the family. I believe that the patient should have a complete study, including 
tuberculin tests. Anergy would point toward sarcoid and hyperergy to scrofulo- 
derma. 

Dr. Mavrice J. Costerto: I agree with the diagnosis as presented, but I 
thought on palpating the lesion that it was a little sefter than one would expect 
to find in sarcoid. This is the most common location for a single lesion of sarcoid. 
I think that a favorable response to roentgen rays would be in favor of sarcoid 
and against lupus erythematosus. Tuberculin studies should be carried out. 

Dr. Isapore Rosen: This condition should be recognized by the microscopic 
examination. It is difficult for one to make a diagnosis from the clinical features 
alone, because sarcoids may vary in appearance from that of granuloma annulare 
to that of lupus tumidus. Age does not play an important role in differential 
diagnosis. 

Dr. TimotHy J. Riorpan: As to the remarks of one speaker about lupus 
erythematosus, at no time during the course of this lesion was there any evidence 
of scaling. It remained the same, with a shiny surface. I agree that a biopsy is 
important in establishing a diagnosis in this case. I think that Dr. Combes’ sug 
gestion of the possibility of the scrofuloderma type of tuberculosis is good. In the 
case of a shiny lesion without any definite nodular border or waxy appearance, 
I thought that I could rule out epithelioma, though not entirely. As a matter of 
fact, when I first saw the patient, the differential diagnosis was between sarcoid 
and epithelioma. 


Secondary Syphilis: Condyloma Latum in the Nostrils. Presented by Dr 

GirscH D. ASTRACHAN, 

A. D. S., a man aged 46, born in Italy, registered at the Skin and Cancer Unit 
of the New York Post-Graduate Medical School and Hospital on Nov. 9, 1944, 
with the history of an eruption in the nostrils‘of a few weeks’ duration. The 
patient noticed some difficulty in breathing through his nose; he found a small 
pimple in the right nostril which had greatly increased in size by the following 
week. At that time the same kind of lesion appeared in the left nostril. The 
patient also recollected having had a slight swelling of the penis about four 
months ago. 

Examination disclosed in both nostrils, attached to the lateral aspects, dime- 
sized to nickel-sized, elevated, dark gray, button-like, somewhat indurated, partly 
verrucous and partly smooth lesions. These obliterated the larger part of the 
orifice of the nostrils. The patient also presented around the anai region three 
pea-sized to bean-sized, well defined, elevated, indurated, round, flat, papular 
lesions, covered with a gray membrane. A dark field examination of the serum 
from one of the perianal lesions showed the presence of Treponema pallidum. 

The patient was treated with penicillin and dichlorophenarsine hydrochloride 
irom November 22 to November 24, receiving a total of 1,800,000 units of penicillin 
and 375 mg. of dichlorophenarsine hydrochloride. The lesions in the nostrils and 
around the anus showed a definite improvement. 

Examination on Dec. 2, 1944 showed on the lateral aspect of both nostrils several 
flat, dark gray, pea-sized, elevated, soft, closely set lesions with rough surfaces. 
Around the anus are seen three small, pea-sized, elevated, gray papular lesions. 

The serologic reaction of the blood was positive on two occasions (November 16 
and 28). The complete blood count was normal except for a slight anemia (red 
blood cells 4,200,000) and leukocytosis (white blood cells 12,100). On November 24, 
alter two days of therapy with penicillin, the blood count was normal. The leuko- 
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cyte count decreased to 10,500. The urine was normal. The icterus index was 
9.4 on November 25. 

Histologic examination by Dr. Charles Sims confirmed the diagnosis of 
secondary syphilis. 

DISCUSSION 

Dr. GirscH D. AstTRACHAN: I presented this case because of the unusual 
location of the condylomas. I have never seen a case of this kind, nor have some 
of my associates with whom I discussed the problem. Another interesting feature 
in this case is the change in the blood count following two days of penicillin therapy. 
The number of red blood cells increased from 4,200,000 to 5,250,000, and the white 
blood cells decreased from 12,100 to 10,550. 


Atopic Eczema (Allergic Eczema). Presented by Dr. H. Victor MENDELSOHN. 


M. W., a woman aged 32, was admitted to Bellevue Hospital on Oct. 10, 1944. 
The history disclosed that the patient had eczema in childhood, up to the age of 
7 years. From the age of 7 to 13 she was free of cutaneous eruption. At the age 
of 13 she had a recurrence of the eczema, with remissions and exacerbations up to 
the age of 26, when her second child was born. From that time on, the patient 
has not been entirely iree from cutaneous lesions. In addition, recurrent attacks 
of asthma began to develop, the last attack occurring about three months ago. The 
present dermatologic exacerbation began during the summer, with dryness, roughen- 
ing and a tendency toward cracking of the skin of the legs, thighs and abdomen. 
Later her face, neck, arms and hands became involved, and finally the skin of the 
entire body was affected. At times the skin would be so dry that there was 
considerable scale formation. Two years ago the patient underwent scratch tests 
at the Long Island College Clinic and reacted positively to many foods. Avoidance 
of these foods has had no effect on the eruption. 

Examination of the skin showed a generalized dermatitis, which was especially 
pronounced on the face, neck, chest, extremities and genital area, characterized by 
an erythematous, lichenified, dry, leathery surface, with many adherent, moderately 
thick scales and crusts. There were moist areas on the upper lips as well as on 
both postauricular regions and the posterior surface of the neck. On the back and 
abdomen there were many papules, yellowish white in appearance and 3 to 6 mm. 
in diameter, some with hemorrhagic centers. The left genitocrural area showed 
erythema. 

The urine was normal. The white blood cell count showed 19,000 leukocytes, 
with polymorphonuclears 45 per cent, lymphocytes 27 per cent, eosinophils 21 per 
cent, monocytes 4 per cent, transitional cells 2 per cent and basophils 1 per cent. 
The Wassermann reaction of the blood was negative. 

Treatment consisted of (1) fever therapy, by the administration of gradually 
increasing doses of typhoid vaccine intravenously; (2) ultraviolet irradiation 
therapy; (3) aolan (sterile solution of lactalbumin in colloidal form) intramuscu- 
larly, and (4) topical applications. 

The patient has shown definite improvement during hospitalization. The 
extreme dryness and roughness of the skin have diminished; the moist areas have 
disappeared, and the pruritus is much less. 

DISCUSSION 

Dr. E. Witttam ApraMowiItTz: The treatment of such patients is unsatisfactory 


from every standpoint. The determination of the allergic status is usually not of 


much help. Every one has seen patients who have had this disease from childhood. 
Sometimes it disappears after several years, and sometimes it lasts until the age 
of 30 or 40. The improvement in this case with fever therapy is only temporary. 
I think that the emotional element is of importance, because emotional upsets will 
bring about a recurrence. This is the type of disease which comes under the classi- 
fication of psychosomatic disorders. When patients are removed from their usual 
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environment, they improve greatly. The crusted excoriations on the skin of the 
arms are like neurotic excoriations, but the lichenification present indicates what 
is called atopic dermatitis. 

Dr. ABRAHAM Watzer: I should like to discuss two aspects of this question. 
First, the name. The original conception of this disease was given by the French 
school (Vidal, Brocq and Besnier—especially the last), and they described the entity 
as neurodermatitis. If one takes their description and conception of this disease 
and compares them with the present conception of atopic eczema, it will be noted 
that the two are practically the same. If the term “allergy” is substituted for their 
“diathesis,” one gets the present conception of neurodermatitis. 

Second, the allergic aspect. By labeling this condition atopic eczema, I think 
that Dr. Mendelsohn should have made an attempt to connect it with allergy. 
There is a definite family history of asthma, and the patient also suffers from it. 
This woman therefore, has atopy. Direct testing of these patients is of no value. 
The skin of persons with neurodermatitis will often give false reactions. Indirect 
testing must be employed 

In treatment, elimination of offending allergens is not the only thing to be done. 
These patients have scratched for years and have produced a dermatitis which is 
more or less fixed. With local treatment and elimination of allergens, 75 per cent 
benefit can be obtained. These patients, however, will often improve temporarily 
with almost any treatment or with none. In other words, remissions and relapses 
are common in the course of the disease. The improvement following the injection 
of typhoid vaccine or psychotherapy, therefore, just represents the natural course 
of the disease and not the value of this specific therapy. 

Dr. EuGENE Travucott BERNSTEIN: I do not intend to harp on the subject of 
psychosomatic cutaneous disorders. The skin is the mirror of the soul; one really 
does not know how imponderable psychic influences may affect the physical being 
to the extent that the person may drop dead. The skin as an expressive organ 
reflects emotional states from within and responds to psychic insults from without. 
The psychologic aspect plays an important part in the treatment of disorders of 
the skin. It is known that when a patient is given a new therapy, be it an injection 
of vitamin B, a salve, the reassurance of a new physician or other psychologic 
influences, the skin may improve dramatically in a short time; then, as the patient 
stays with the physician for a time, there is an-exacerbation of the original con- 
dition. There is no doubt that a strong connection exists between psychic influences, 
emotional upsets, unpleasant environment and the states of acuity or amelioration 
of the cutaneous disorder. In cases of dermatologic disorders with a psychologic 
aspect, the patient should be subjected to neuropsychiatric treatment. I think that 
the present restless time is responsible for the “no man’s land’ where dermatology 
and psychiatry meet. Each of these specialties has its boundaries, beyond which 
it is unwise to transgress, but the cooperation between dermatologists and psychia- 
trists should prove mutually constructive and profitable. 

Dr. H. Victor MENDELSOHN: This case was presented not for the purpose of 
demonstrating a new or specific type of treatment in cases of atopic eczema gen- 
erally but rather to show that in this instance improvement was largely due to this 
iorm of therapy and was not the result of change of environment alone. I was 
glad to hear Dr. Abramowitz call attention to the emotional factors in the causa- 
tion of these eruptions. In my opinion, the importance of this fact cannot be 
overemphasized. Treatment in most if not in all cases of atopic eczema should 
include the correction of neurogenic and emotional disturbances. 

Dr. Walzer raised a number of interesting questions which I should like to 
discuss at great length, but the lateness of the hour permits only brief references. 
[ thoroughly agree with him that this patient should not be tested by the scratch 
or intradermal method, with her skin in the present condition. Such patients, 
however, can receive these tests during periods of remission, when they present 
ample areas of normal skin. The indirect method of testing has many advantages 
over the direct methods. The former, besides permitting the testing of patients 
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who present no healthy skin, also enables the demonstration of specific antibodies 
for certain allergens in the patients’ serum. Nevertheless, even with this method 
of testing, the actual demonstration of causative agents in atopic eczema and other 
dermatoses has not been successful in my hands. 

In 1934 I reported an allergic study of 262 cases of various dermatoses, including 
86 cases of eczema, most of which were atopic eczema (Sensitization Tests: Their 
Dermatology, ArcH. Dermat. & SypH. 29:845 [June] 1934). Direct, 
This study was caretully carried out; 
Collec- 


Value in 
indirect and patch tests were performed. 
some of the patients were observed over a period of three to four years. 
tively, the patients with atopic eczema gave a large number of positive reactions, 
but the ingestion or avoidance of the positively reacting substances had little or no 
The cause was demonstrated in 1 case and partially demon- 


effect on the disease. 
Atopic eczema is indeed a complex problem, the causation 


strated in 8 others. 
and the therapy of which are still uncertain. 

I agree with Dr. Walzer that the terms flexural eczema, neurodermatitis, neuro- 
dermite, neurodermatitis disseminata, atopic eczema and atopic dermatitis are not 
clear in the minds of many dermatologists. May I add to this list the terms eczema 
and dermatitis? In reading reports dealing with eczematous eruptions, one fre- 
quently does not know what the writer had in mind. The disease entity which this 
patient presents is designated by the official nomenclature as atopic eczema (neuro- 


dermatitis disseminata ). 


HAWAII DERMATOLOGICAL SOCIETY 
James T. Wayson, M.D., President 
Harry L. Arnold Jr., M.D., Secretary 
Dec. 9, 1944 


A Case for Diagnosis (Pityriasis-Rosea-like, Lichen-Planus-like Eruption 
Following Antisyphilitic Therapy?) Presented by Dr. Harorp M. 
JOHNSON. 

A 34 year old Filipino had been treated for syphilis since May 31, 1944. He 
received a course of bismuth and a course of arsenic (oxophenarsine hydrochloride}, 
and when bismuth was started again, on Sept. 20, 1944, a pruritic scaly 
exanthem with discrete scaly macules and papules following the lines of cleavage 
developed on his chest, arms and legs. The lesions are definitely pityriasis-rosea- 
like, with the dusky purplish hue of lichen planus. The patient complained of 
severe itching in periodic seizures. Antisyphilitic therapy was discontinued, and 
a plantation physician gave the patient sodium thiosulfate and calcium gluconate 
intravenously and antipruritic lotions. 

He was seen on Dec. 4, 1944, and a specimen for biopsy was taken from a 
typical scaly purplish papule located on his abdomen. The blood and urine were 
normal. 

Biopsy showed hyperkeratosis of the horny layer, prickle cell metaplasia of the 
basal layer, with sharp-pointed rete pegs, a dense lymphocytic infiltrate in the 
corium, tightly packed against the epidermis, and abundant chromatophores. ~ It 
was regarded as characteristic of lichen planus. 

DISCUSSION 

Dr. Harry L. Arnotp Jr.: I thought that this patient had annular atrophic 
lichen planus. 

Capr. Herpert LAWRENCE, M.C., A. U. S.: In Los Angeles, about five years 
ago, there was much interest in eruptions following the administration of bismuth, 
Clinically, this case is identical with some 


which had not been observed previously. 
of the cases that were seen there at that time. 
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Dr. Harry L. ArNowp Jrk.: By “identical” do you mean that the lesions were 
elevated, infiltrated annules with depressed hyperpigmented centers like those of 
this man? The eruptions of this sort that I recall seeing at meetings of the Detroit 
Dermatological Society at about that time were almost all pityriasis-rosea-like 
eruptions, chiefly in Negroes, in which hypopigmentation was the principal feature 
of the lesions 

Capt. HERBERT Lawrence, M.C., A. U. S.: There are two distinct morphologic 
pictures: a pityriasis-rosea-like eruption without hyperpigmentation and a lichen- 
planus-like eruption with hyperpigmentation. Rarely both eruptions would appear 
in 1 patient. 

Dr. Harotp M. Jounson: I have seen pityriasis rosea following the admin- 
istration of both bismuth and arsenic, but this is the first time I have seen lichen 
planus following the administration of bismuth. 

Capt. HERBERT LAWRENCE, M.C., A. U. S.: At the time of which I speak, it 
was noted that since lichen planus usually responded well to injections of bismuth 
it was odd that the eruption should follow the administration of bismuth. However, 
I have seen a patient with lichen planus who became much worse and in whom 
bullous lesions developed after the administration of bismuth. 


Dr. Harotp M. JoHNson: I have started this man on intramuscular injections 
of bichloride of mercury three times a week, and I also gave him an injection of 
mercuric salicylarsonate this morning. 

Capt. HERBERT LAwrenceE, M.C., A. U. S.: It is of particular interest that this 
eruption followed not the initial administration but the readministration of bismuth 
after a period during which no bismuth was given. This suggests a latent 
period, during which sensitivity developed. 

Capt. IrvinG N. Hoirtzman, M. C., A. U. S. (by invitation): I think that it is 
lichen planus. It may be due to bismuth. 

Capt. L. H. Rosentuar, M. C., A. U. S.: I agree with the diagnosis. Lichen 
planus may have multiple causes, and it may be produced by injections of almost 
any of the heavy metals. 


Lichen Nitidus. Presented by Dr. Haron ’M. JoHNson. 


A 7 year old Chinese schoolboy gave a history of a generalized eruption which 
had begun in January 1944. The lesions began on his abdomen and gradually 
spread to cover his entire body except palms, soles, scalp and lips. The patient 
was not ill and had no subjective symptoms. In June 1944 the rash disappeared 
after an attack of measles, but it returned one month later. The father had a 
history of tuberculosis; the child’s past history was otherwise essentially non- 
contributory. 

The patient presents a profuse generalized eruption of flat-topped, pinhead-sized, 
flesh-colored papules, which do not coalesce. The lesions are so close that they 
present a nutmeg grater appearance in some areas. There are several areas where 
Koebner’s phenomenon is well shown, the papules being arranged in fine linear 
streaks. The genitalia are covered with the minute millet seed papules. The hard 
palate has a small papular patch. 

The blood was normal with the exception of eosinophilia of 3 per cent. A 
roentgenogram of the chest was noncontributory. The Mantoux test elicited a 
negative reaction. 

Treatment has consisted of the administration of vitamin A, 150,000 units daily, 
and weekly injections of bismuth subsalicylate (40 mg.). 


The biopsy showed a sharply outlined infiltrate of epithelioid cells and lympho- 
cytes situated in the papillary layer of the corium, with the epidermis displaced 
abruptly upward over it. 
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Lichen Scrofulosus (Tuberculosis Lichenoides). Presented by Dr. Harry 

L. ARNOLD JR. 

A 12 year old part-Hawaiian boy was presented a year ago with a diagnosis 
of lichen scrotulosus, which was not confirmed by biopsy, and with only a weakly 
positive reaction of the skin to 0.005 mg. of purified protein derivative of tuberculin. 

Under treatment with cod liver oil orally, the eruption slowly increased in 
extent and severity until February 1944, when, after a mild sunburn, the whole 
eruption subsided completely. In November the patient experienced a relapse, and 
he now presents about the same appearance as before. The clinical resemblance to 
lichen nitidus is somewhat more striking now than at the time of his last 
presentation. 

DISCUSSION OF THE TWO PRECEDING CASES 

Dr. Haro_p M. Jonnson: I should like to point out that the typical histologic 
changes of lichen nitidus were found only after repeated sections had been cut from 
the biopsy specimen. Ellis and Hill have suggested that lichen nitidus 1s a variant 
of lichen planus, and on that basis I have treated this boy with bismuth. It is 
interesting that the eruption cleared completely after an attack of measles in June 
but that the patient had a recurrence. 

Carr. Davin Musman, M. C., A. U. S.: Why do you not give him human 
measles immune globulin? 

Dr. Harry L. ArRNotp JR.: In regard to the boy presented as having lichen 
scrofulosus, I must admit that neither the histologic changes nor the weakly positive 
reaction to purified protein derivative of tuberculin is particularly consistent with 
the diagnosis. I recently noted that the illustrations of the histologic changes of 
lichen scrofulosus in Sutton’s text are as good pictures of lichen nitidus as those 
given under the heading of lichen nitidus, or perhaps even better. 

Capt. L. H. Rosentuat, M. C., A. U. S.: Pinkus, in his original description 
of lichen nitidus, classified it as a tuberculid. 

Dr. Harry L. Arnovp Jr.: Does any one have any suggestions for the treat- 
ment of the boy with the lichen scrofulosus ? 

Dr. Harotp M. JoHnson: Is it lichen scrofulosus ? 

Capt. Irvinc N. Hortzman, M. C., A. U. S. (by invitation): Clinically, it 
certainly looks like it. 

Dr. Harotp M. JoHNnson: I should suggest the administration of vitamin A, 
300,000 to 500,000 units daily. It looks to me as if it might be phrynoderma. 


Subacute Disseminated Lupus Erythematosus. Presented by Dr. Harry L. 
ARNOLD JR. 

A 23 year old white housewife, previously presented before this group with a 
disease shown as an example of subacute disseminated lupus erythematosus, is 
presented again to show (1) the failure of 200,000 units of penicillin given intra- 
muscularly in forty-eight hours to affect her condition; (2) the persistence of hypo- 
cholesterolemia, at a level of 57 mg. per hundred cubic centimeters in September 
and 69 mg. now, despite a basal metabolic rate only 14 per cent above normal, and 
(3) the effect of strong solution of iodine U. S. P., 5 drops twice daily. Since she 
has taken strong solution of iodine (seven weeks) she has felt better and has 
gained weight; the white blood cell count has dropped from 6,000 to 4,000 and from 
77 to 67 per cent polymorphonuclear leukocytes; the erythema multiforme has 
become somewhat severer and more extensive; there was a period of nearly three 
weeks during which she was uncomfortable as the result of a diaphragmatic 
pleurisy on the left; the sedimentation rate has remained close to 60 per cent, and 
the Weltmann coagulation band has remained at 8. The urine still shows no 
abnormality. 

The patient is also presented for suggestions as to treatment and for @pinions 
as to the advisability of trying penicillin again in a more nearly adequate dosage. 
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DISCUSSION 


Dr. Harry L. Arnoip Jr.: Dr. Herman Beerman recently told me that a 
patient with this disease treated with penicillin some months ago in Philadelphia 1s 
still getting along well. However, it is listed as one ot the diseases in which the 
administration of penicillin is useless. I think that every one would agree that 
the trial of penicillin previously made in this case was inadequate because of the 
small dose. I think that a larger amount of the drug can be obtained for her now. 

It was the consensus of the members that penicillin was worth trying again in 
more nearly adequate dosage. 

Note.—Penicillin, in a total dose of 2,000,000 units in eight days, had no 
beneficial effect whatever. 


Epidermolysis Bullosa. Presented by Dr. Harotp M. JoHNson. 


A 7 month old Japanese girl was first seen on Sept. 22, 1944. There was a 
history of chronic, crusted, impetiginous lesions on the dorsa ot the feet, hands, 
knees and elbows since birth. Dime-sized to quarter-sized bullous lesions would 
appear on the plantar surface of the feet and heels after moderate trauma. 

An uncle had the same type of dermatosis at birth, but it gradually disappeared 

Physical examination shows a well developed baby with many old healed scars 
on the plantar surface of the feet and heels. There are several bullous lesions on 
the dorsa of her hands. There is a suggestion of early epidermal denudement 
on the vulva. The mucous membranes of the mouth and the nails are not involved. 


DISCUSSION 


The members agreed with the diagnosis as presented 


Dermatitis Herpetiformis. Presented by Dr. M. JoHnson. 


A 13 year old Chinese boy was first seen on Noy. 15, 1944, with a history of an 
extremely pruritic dermatitis of his legs, buttocks, shoulders and arms, which had 
been present for five years. The family history and the past history are irrelevant. 

Examination reveals an excoriated vesicular-papular rash in symmetric grouped 
arrangement. There is pigmentation and scarring of old, healed lesions. Mild 
secondary infection was noted in some patches after they had been scratched. 

The course of the disease had been variable. There were many periods of 
quiescence followed by episodes of extreme pruritus. The patient has seen several 
physicians, with considerable relief in some instances. He previously received 
sulfathiazole and sulfapyridine by mouth, with moderate but incomplete relief. 

A hemogram on Dec. 8, 1944 showed a hemoglobin content of 71 per cent, red 
cells 4,390,000, white cells 8,400, polymorphonuclear leukocytes 48 per cent, lympho- 
cytes 45 per cent, eosinophils 4 per cent and monocytes 3 per cent. There had 
previously been a 28 per cent eosinophilia in the vesicle fluid. 

An intramuscular injection of bismarsen, 0.1 Gm., was followed by relief of 
itching within a few days. The administration of the drug is being continued. 


DISCUSSION 
Dr. Harry L. ArNotp Jr.: The response to bismarsen is interesting if it ts 


not just another spontaneous remission. 


Dermatitis Herpetiformis. Presented by Dr. M. Jounson. 


A 27 year old white woman came to the office on Dec. 8, 1944, with a history 
of a severely pruritic dermatitis of the back, chest and thighs since the age of 13. 
The lesions have been papular, with occasional vesicles which appear in crops. The 
lesions and pruritus disappeared several years ago, after a mild illness producing 
a temperature of 103 F., but promptly returned in a few days, after the con- 
valescence.. The patient has been seen by many dermatologists on the mainland 
and has received as many diagnoses. 
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The patient is a highstrung, underweight woman whose entire back is covered 
with excoriated papules. There are extensive hyperpigmentation and scarring, show- 
ing evidence of old lesions. The same process can be seen on the chest. The thighs 
and arms have only scattered excoriated papules. 

Treatment has included administration of sulfonamide drugs and arsenic intra- 
venously, intramuscularly and orally. Many antipruritics have been used, without 
much help. The patient has no record of preparations or exact dosage used. 

The blood count showed a slight leukopenia (4,000 white blood cells per cubic 
millimeter). There were no eosinophils. There has not been time for a biopsy or 
other laboratory studies. 

DISCUSSION 

Dr. Harry L. Arnoip Jr.: I agree that the duration, the general appearance 
of the eruption and the pruritus are suggestive of dermatitis herpetiformis. The 
failure to have any remissions (she has never gone even so long as a week without 
active lesions) is a point against the diagnosis, as is the lack of grouping. Perhaps 
these inconsistencies should be overlooked, but it could be a factitious condition. 

Capt. IrvinG N. HottzMan, M. C., A. U. S. (by invitation): Have you per- 
formed a biopsy? Clinically, I do not think that she has dermatitis herpetiformis. 
She has all the stigmas of a psychoneurotic person. The eruption is generalized, 
without any grouping, and she has never had any remissions. Unless the diagnosis 
could be confirmed histologically, I think that the picture is that of neurotic 
excoriations. 

Dr. Harotp M. Jounson: I thought of that because of her appearance and 
manner. However, her entire back is covered with either lesions or scars, even 
in the inaccessible central portion. 

Capt. IrviNG N. Hortzman, M. C., A. U. S. (by invitation): I think that after 
ten or twelve years a patient may become expert at reaching the entire back. 

Capt. HERBERT Lawrence, M. C., A. U. S.: I should object to considering 
her neurotic manner and appearance in the differential diagnosis, because any 
severely pruritic dermatosis of this duration is likely to induce neurotic 
characteristics. 


A Case for Diagnosis (Circumscribed Neurodermatitis?). Presented by 
Capt. HERBERT LAwreENCE, M. C., A. U. S. 

An 8 year old Chinese girl was seen in September 1944, because of a cutaneous 
lesion on the left cheek, near the nose. This had appeared four years before as a 
small, scaly, itching macule, which has slowly progressed in size. She has received 
various types of local treatment and for the last three years has received at sporadic 
intervals a total of seventeen roentgen ray treatments. At no time has there been 
any improvement in the appearance of the lesion. 

In December 1943 the patient had been seen, complaining of dizzy spells, and 
after a complete physical examination a diagnosis was made of psychogenic vertigo. 

Examination of the skin at this time reveals a sharply circumscribed, lichenified, 
slightly raised macule about the size and shape of an almond. 

DISCUSSION 

Dr. Harry L. ArNotp Jr.: I removed a few fragments of scale and found 
fairly clear evidence of follicular dilatation and plugging. My diagnosis would be 
discoid lupus erythematosus. 

Dr. Harotp M. Jonnson: That was my diagnosis. The lesion has been 
aggravated by sunlight. 

Capr. Davin Musman, M. C., A. U. S.: It does look like lupus erythematosus, 
but the mother’s statement that the lesion occasionally flared up without exposure 
to sun made me think of a drug eruption or at least of the advisability of excluding 


that possibility. 
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Capt. Herpert Lawrence, M. C., A. U. S.: I almost failed to recognize this 
lesion today when I saw it. It has changed greatly in the one week that she has 
been using a tar-containing preparation on it. Originally, it was a simple lichenified 
macule, which strongly suggested lichen simplex chronicus. 

Capt. L. H. Rosentuar, M. C., A. U. S.: Every one has seen many cases 
of lichen simplex chronicus, but how many have ever seen one of eruption on 
the face? 

Dr. Harotp M. JoHNson: It is certainly rare there, especially on the cheek. 
I think that it would be interesting to see whether this child responds to a series 
of injections of bismuth. 

Dr. Harry L. ArNoip Jr.: That would be my recommendation, too. 

Capt. IrviNG N. HorttzMan, M. C., A. U. S. (by invitation): I see no objection 
to trying to confirm the clinical diagnosis by biopsy. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 
Carmen C. Thomas, M.D., Chairman 
Reuben Friedman, M.D., Secretary 
Dec. 15, 1944 


Bilateral Matured Cataracts Complicating Atopic Dermatitis. Presented 
by Dr. Meyer L. NIEDELMAN. 


N. G., a white woman aged 28, presents persistent symmetrically distributed 
dry, scaly excoriated lesions over the face, neck, chest, back, thorax and cubital 
and popliteal areas and the thighs. Some of the areas are exudative. The derma- 
titis first appeared at the age of 5 years. It began in the cubital and popliteal 
areas and spread to the present sites. The patient states that she had good vision 
until one month after the birth of her baby, three months ago, when she noticed 
dimness of vision, cloudiness and inability to distinguish objects. This condition 
has progressed rapidly until at present she is able to distinguish only light and that 
faintly. The cataracts in both eyes are fully matured. Her mother had infantile 
eczema, and a first cousin, 20 years of age, has eczema. 

The serologic reaction of the blood for syphilis was negative. A urinalysis gave 
normal results. The blood sugar was 82 mg. per hundred cubic centimeters. A 
complete blood count revealed 76 per cent hemoglobin, 4,540,000 erythrocytes and 
8,500 leukocytes with 59 per cent neutrophils, 28 per cent lymphocytes, 1 per cent 
monocytes, 11 per cent eosinophils and 1 per cent basophils. The patient has had 
extensive treatment by various methods with little benefit. 


DISCUSSION 

Dr. FRANK C. KNow.es: There ought to be an expression of opinion about 
how frequently this complication is seen in atopic dermatitis. It is the first one I 
have seen, and | think that it is rare. Although it is cited as a complication, it is 
seen so infrequently that to my mind it is a question whether it is a complication 
or simply a coincidence. 

Dr. J. M. ScuitpKravt, Trenton, N. J.: I encountered a similar case, that of 
a boy with atopic eczema, who had a cataract in one eye which was thought to be 
a mere coincidence, but I think that such a situation happens too frequently. One 
reads of it in the literature continuously. There must be some relation between 
the eczema and the cataract. 

Dr. Carrot, S. Wricut: I tried to find out whether the patient had had 
roentgen ray therapy, because ophthalmologists sometimes say that roentgen rays 
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around the eyes may produce cataracts. She said that she had never had anything 
but ultraviolet rays, but I should like to ask Dr. Niedelman whether she has ever 
had roentgen rays. 

Dr. MEYER L. NiepELMAN: No, she has had only ultraviolet rays. 

Dr. Carrot, S. Wricut: I have never seen how roentgen rays, in the very 
small doses used around the eyes, could produce a cataract. 

Dr. SIGMUND S. GREENBAUM: I do not think that this is atopic dermatitis, 
although it is often called that. I think that the patient’s atopy or allergy dis- 
appeared a long time ago and what one sees now is the result of an unstable 
cutaneous nervous system. She has a central (thalamic) feeling of pruritus, and 
as a result she has a habit of scratching which eventually follows improperly or 
injudiciously treated cases of atopic or allergic or true infantile eczema. I feel 
that her skin if left alone would become perfectly normal. Years ago, when 
cutaneous tests became popular, I did them in many of these cases and found 
Then I deliberately prescribed for the patients the foods 


many positive reactions. 
and when 


to which they were supposedly sensitive, but they did not get worse; 
they discontinued those foods, they did not get better. 

Dr. HERBERT J. SMITH: I treated this woman about a year ago when she was 
pregnant, and her dermatitis cleared up. She had no trouble with her sight at that 
time and certainly no evidence of cataract. I agree with Dr. Knowles that I have 
never seen atopic eczema in association with cataract, but from the literature 
I gather that the conditions occur together in about 10 per cent of cases. 

Dr. SiGmuND S. GREENBAUM: I believe that such cases are few and far 
between. I agree with Dr. Knowles that the cataract is coincidental, not a com- 
plication of the atopic dermatitis. 

Dr. J. M. ScHitpKravut, Trenton, N. J.: Some of the ophthalmologists tell 
me that there is some relationship between eczema and cataract and that it is more 
frequent now than in the past. 

Dr. Meyer L. NIEDELMAN: The ophthalmologist who referred the patient to me 
was one of the chiefs at the Wills Hospital for Diseases of the Eye, and he stated 
that he has seen several similar cases. L. A. Brunsting (ArcH. Dermat. & 
Sypu. 34:935 [Dec.] 1936) recorded 101 cases, in 10 of which there were cataracts, 
which seems to me a little high. In most of the reported cases the cataracts were 
of the juvenile type. Surprisingly, in this woman the cataracts have matured 
rapidly indeed, so that at present she can barely see light. She will be operated 


on next week. 


Dermatitis Herpetiformis Followed by Lesions Resembling Lichen 
Planus. Presented by Dr. A. G. Pratt. 

B. G., a white woman aged 23, presented grouped vesicular lesions of various 
sizes on the legs, arms and trunk on admission to the hospital. These rapidly dried 
and were followed by lesions suggesting lichen planus, especially on the extremities 
There was no outbreak on the head. (Since the foregoing statement was written, 
vesicles have reappeared.) Twenty months ago red macules followed by vesicles 
appeared on the feet and spread to the arms and trunk. Itching was severe. “After 
treatment by local physicians the patient entered the hospital in February 1944 and 
in two weeks was discharged free of all traces of any cutaneous disorder. The 


vesicles had rapidly disappeared and were succeeded by flat purplish shiny lichenoid 
lesions, which in turn disappeared. A month later there was a relapse. 
and bullous lesions again appeared. Under her upper plate on the soft palate a 
bulla developed, followed by superficial erosion. The patient is a well nourished 
woman, the mother of two children, the last of whom was born just before the 
cutaneous trouble started. Her general health is good. 
edentulous. The heart and lungs are normal, as are the temperature, pulse and 


Vesicular 


The upper jaw is 
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respiration. The tonsils are much enlarged and partly covered with a whitish 
exudate. 

Studies of the blood revealed normal conditions, except for a leukocyte count 
ot 16,500 on two occasions. The Wassermann and Kahn reactions of the blood 
for syphilis, on Feb. 19, 1944, were negative. On November 30, the Wassermann 
reaction was again negative. A roentgenogram of the chest showed no tuberculosis. 

On the patient's first admission to the hospital, in February 1944, she was given 
only solution of potassium arsenite U. S. P. by mouth. On her admission on 
November 24, she received sulfadiazine and sodium bicarbonate, 1 Gm. of eac! 
every four hours for twelve days. Solution of potassium arsenite in ascending 


doses to 5 minims (0.31 cc.) three times a day was also administered. 


DISCUSSION 

Dr. BERTRAM SHAFFER: I suggest that this eruption may be a bullous liche 
planus. 

Dr. Frep D. WerpMAN: I understand that at the hospital, with a galaxy of 
experienced dermatologists, it was agreed that this was a classic case of dermatitis 
herpetiformis. It seems to me tonight that this is not lichen planus but only a 
lichenoid eruption. I think that this case was primarily one of a circinate eruption 
of dermatitis herpetiformis with clearing in the center and that it is the acuteness of 
the processes around the vesicles which has led to a larger amount of inflammatory 
residuum than is usually seen in cases of dermatitis herpetiformis and that the 
papules that are now seen represent an inflammatory residuum of the dermatitis 
herpetiformis. The eruption has the distribution of erythema multiforme; I have 
long thought that dermatitis herpetiformis in the final analysis, (that is, from the 
standpoint of pathologic processes) is of the order of an erythema multiforme 
That would tie in with this case and account for the distribution of the peripheral 
papular features. 

Dr. ISADORE ZUGERMAN: I agree with Dr. Weidman that if this eruption were 
lichen planus one should expect to find lichen planus lesions elsewhere than in areas 
where the bullous lesions were previously found. It does not seem that this has 
occurred. Solution of potassium arsenite and sulfonamide compounds may originate 
bullous eruptions in some cutaneous diseases. Erythema multiforme could have 
been the original form of this disease, with sulfadiazine and the arsenic originating 
and continuing the bullous lesions. 

Dr. Fred D. WEIDMAN: I suggest in cases like this that investigations be 
made for focal infections. One of my patients for whom Dr. Schamberg and others 
had made a diagnosis of dermatitis herpetiformis was found at necropsy to have had 
suppurative bronchiectasis, which had escaped diagnosis. That is, there was a 
focus of infection which had been operating in the patient for years. 

“Dr. CarMEN C. Tuomas: There is a note that the tonsils are much enlarged 
and partly covered with a whitish exudate. 


Parapsoriasis Varioliformis. Presented by Dr. Henry B. Decker. 

P. R., a white youth aged 18 years, had an eruption.in March 1944 which was 
diagnosed as varicella. He suffered a recurrence in October 1944. 

DISCUSSION 

Dr. HERMAN BeEERMAN: I consider this a case of Mucha-Habermann’s disease. 
It is the first to be presented here in several years. 

Dr. CARMEN C. Tuomas: What have the members found most effective in 
the treatment? This patient has had no treatment. 

Dr. S, GREENBAUM: Time. 

Dr. HERMAN BEERMAN: In 1 case, time and ultraviolet rays helped the patient. 


Dr. Frank C. Know es: I think that the term “parapsoriasis” is unfortunate. 
the past it was practically a dumping ground for almost every disease of the 
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skin, whether dry or moist, which one did not know exactly where to place. Such 
a group disease one puts under the heading of parapsoriasis, without any effort 
to find an appropriate term to describe the lesions. To my mind to place dry, 
vesicular and pustular eruptions under the one heading is unfortunate. I think that 
parapsoriasis should be limited to a special entity. 


Fixed Eruption (Arsenic; Bismuth?). Presented by Dr. BERNARD L. KAHN. 


I. S., a Negro woman aged 22, presents a multiform macular circinate eruption 
of the face and body. She received antisyphilitic therapy when she had secondary 
syphilis. The last course of the bismuth compound was completed May 4, 1944, 
and the last course of oxophenarsine hydrochloride (mapharsen) was completed 
After forty-two doses of bismuth subsalicylate and forty-four of 


on November 30. 
She has not yet 


arsenicals, a fixed eruption developed over the face and body. 
received treatment for the eruption. 

The serologic reaction of the blood for syphilis was negative on Nov. 30, 1944. 
The spinal fluid was negative for syphilis on Nov. 22, 1943. A complete blood 
count was essentially normal. 


DISCUSSION 

Dr. FRANK C. KNoWLEs: I think that this is not an eruption due to bismuth. 
Inasmuch as this woman has been taking an arsenical as well as a bismuth prepara- 
tion, the eruption should be regarded as of arsenical origin rather than as due to 
bismuth. I believe that bismuth does not give rise to any fixed types of eruption. 
This patient presents no involvement of the mucous membranes and no pigmenta- 
tion such as often is caused by bismuth. 

Dr. HERMAN BEERMAN: I have yet to see a real fixed eruption which could be 
proved to be due to bismuth, but I have seen such an eruption in patients who have 
received bismuth, though whether or not it was due to bismuth, I do not know. 
According to Dr. Abramowitz and others, almost anything will produce a fixed 
eruption. They even speak of a drugless fixed drug eruption. They speak of a 
fixed eruption due to magnesia magma. If that can produce it, I see no reason 
why bismuth cannot. 

Dr. FRANK C. KNOWLES: 
on the skin to any one drug if more than one drug is being taken. 
knows that fixed eruptions may be present over a period of months, it does not 
follow that the drug being taken at the present time is the cause; the eruption 
may be due to a drug that was taken immediately previously. 

Dr. Louis GotpsteEIn: I think that a simple test would be to give the patient 
a rest and then give an arsenical and a bismuth compound separately and see which 


I do not think that one should attribute an eruption 
As long as one 


aggravates the eruption. 

Dr. HERMAN BeERMAN: Recently I saw a man who in 1937 had a bullous 
Not long ago, he took phenol- 
It was definitely shown 
Fatal results from 


eruption which subsequently became pigmented. 
phthalein and reappeared on account of a new eruption. 
that he had taken phenolphthalein, and in a short time he died. 
drug eruptions must be kept in mind when one is considering proof of the cause 
of the eruption by readministering the suspected preparation. 


A Case for Diagnosis (Scleroderma; Atrophoderma; Acrodermatitis 

Atrophicans Chronica?). Presented by Dr. J. M. Scui_pkKravut, Trenton, 

M. F. R., a white woman aged 40, of good general appearance, presents on the 
anterior surface of the left thigh a palm-sized area, ivory colored and hard on 
palpation. A similar patch is present on the dorsum of the left foot. In addition, 
the skin of the thigh and leg is thin, atrophic, dusky red and scaly, and these 
conditions extend over the lower portion of the abdomen. There is also pain in 
the left leg. The hardened areas are softening, but the atrophic condition is 


spreading. The dermatosis began in July 1943. 
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DISCUSSION 

Dr. SIGMUND S. GREENBAUM: Qne observes sclerodermatous lesions in acro- 
dermatitis atrophicans chronica as well as calcified and fibrous nodules. 

Dr. Frep D. WeEtpMAN: Morphea really fits the case better. One might try 
bismuth subsalicylate, which Dr. Klauder has been employing after a lead by 
Dr. Stokes. 

Dr. J. M. ScuitpkKract, Trenton, N. J.: The patient has been treated with a 
neostigmine salt. I think that the lesions are somewhat softer. Associated with 
the atrophy there is a quasi-ichthyotic condition, for which I gave her vitamin A 
She complains of severe pain in the leg. I have also given her estrone. How is 
the bismuth compound given? 

Dr. HERMAN BEERMAN: In the same way as bismuth subsalicylate. Dr. Stokes 
spoke of a French report which concerned bismuth hydroxide, but Dr. Klauder'’s 
case illustrates the fact that one may use other bismuth compounds; apparently it 1s 
the bismuth that effects the improvement. 

Dr. CARMEN C. THoMaAs: This patient complains of considerable pain from 
the cold of the floor, and I wonder whether the pain is not due to vasospasm 


NEW YORK DERMATOLOGICAL SOCIETY 
Hans J. Schwartz, M.D., President 
George C. Andrews, M.D., Secretary 

Dec. 19, 1944 


A Case for Diagnosis (Pigmentation of Lip and Buccal Mucosa). Presented 
by Dr. Jonn C. GRAHAM. 

Mrs. I. R., 51 years, is a graduate nurse. About two years ago she first noticed 
a pigmented spot on the right side of the lower lip, inside the vermilion border 
Similar spots have spread gradually to involve other parts of the mucosa of the 
lower lip and the buccal mucosa of both cheeks to some extent. There have been 
no subjective symptoms. Neither has there been any history of drugs applied 
locally or taken internally. 

The pigmented areas are not indurated, and they appear normal in every way 
except for the deposit of pigment, which is increasing in extent. The individual 
patches are not getting darker. The principal complaint is the disfigurement. 

DISCUSSION 

Dr. A. BENSon CANNON: For many years I have frequently observed patients 
with such brown pigmented spots on the mucous membranes of the lips and mouth, 
most of these patients giving a history of having received arsenic. The pigmenta- 
tion 1s superficial, and I have successfully removed the areas by lightly desiccating 
them with the electric needle. Several years ago Dr. Pusey reported similar cases 

\rRcH. Dermat. & SypH. 36:613 [Sept.] 1937) in his article on pigmented spots 
if the mucous surface of the lips. I think that the blood and the urine should be 
examined for arsenic. If the patient objects to the appearance of the pigmented 
spots, they can always be removed with the electric needle. 

Dr. Maurice J. Costerto: I have seen this type of pigmentation on several 
ccasions following bismuth therapy. 


Dr. GeorGe M. MacKee: I have been interested in this pigmentation as occur- 
ing in the mouth, the vagina and the anal mucosa. While some might be due to 
cavy metal or arsenic retention, I am more inclined to think of a nevoid defect 

a rudimentary pigmentation. In this connection, the skin and the mucous mem 
ranes of many mammals are heavily pigmented. 
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Dr. JoHN C. GRAHAM: To the best of my knowledge, this patient has had no 
heavy metals. She is intelligent, and close questioning has not brought out any 
history of any heavy metals. She may have received arsenic from some extraneous 
source. She lives on the eastern end of Long Island, where large quantities of 
potatoes are raised. In potato culture large quantities of arsenic are used, and it 
may be possible that over the years the patient has absorbed arsenic from the dust 
in the air. Other than that, I cannot possibly account for it. 


A Case for Diagnosis (Tuberculoderma?). Presented by Dr. Frep WIsE. 


P. I., a girl aged 14 years, was referred by Dr. T. W. Baer, of Pittsburgh. 

At the age of 5 years she had scarlet fever, and shortly after this subsided 
what appeared to be a papular rash developed. As this eruption subsided, it left 
bluish, atrophic discolorations on her arms and legs. Durmg the fall of 1940 she 
had chorea. In March 1942 she had rheumatic fever. This was followed by 
severe pains in the calves of both legs and the shortening of the achilles tendon of 
each leg. In September 1942, during her hospitalization, the Kahn reaction of the 
blood was negative. Spinal fluid examination gave the following findings: the cell 
count was 1; the globulin reaction was negative; the Wassermann reaction was 
negative, and the colloidal gold curve was 000000000. The basal metabolic rate 
was —2 per cent. A roentgenogram of the bones revealed the sella turcica as 
normal, as were the bones of the legs. A roentgenogram of the chest showed no 
abnormality. 

On Sept. 15, 1942, a biopsy of the skin from the left calf was taken, with the 
patient under anesthesia with procaine hydrochloride; the section did not reveal 
any definite findings. On September 22, tenotomy of the achilles tendons was per- 
formed. Subsequently, with the finding of an endocarditis, a tonsillectomy was 
performed and it resulted in apparent clearing of the clinical cardiac findings. 

The patient was under the observation of Dr. Baer since Oct. 7, 1944, at which 
time she presented large ulcerations on the extensor surfaces of both legs. These 
ulcerations would increase in size, heal in one area and break down in another, 
until final healing of the involved sites occurred after five weeks. 

On Nov. 24, 1944, the patient reported that while sitting in school on November 
22 she felt a burning sensation over the extensor surfaces of both arms and legs, 
and, on examination, fresh lesions were found on these areas. The lesions appeared 
as erythematous patches on the extensor surfaces of her arms and legs. The areas 
quickly formed what seemed to be iris type lesions. The central portions became 
bullas, which were filled with viscous, hemorrhagic material. After the overlying 
skin was drained, the resulting lesion was a moderately deep ulcer. 

The patient received ™% unit of unfiltered roentgen rays to all the involved 
sites at each office visit. She has been given weekly injections of crude liver 
extract. Oral medication consisted of the following: mixed vitamins and, from 
November 24 to December 9, sulfadiazine tablets, 7.7 grains (49 Gm.), taken four 
times a day. From December 9 to the time of this presentation she has taken the 
sulfadiazine twice daily. 

DISCUSSION 

Dr. Georce M. MacKee: I cannot make a diagnosis but lean definitely to some 
type of tuberculosis or tuberculid. I saw one elementary lesion which was a small, 
deep-seated nodule. 

Dr. GeorceE C. ANpREWS: I agree with Dr. MacKee. I feel that the lesions on 
both the legs and the arms look like tuberculids. 

Dr. Maurice J. Costetto: I agree with the previous speakers. More specifi- 
cally, I believe that she has tuberculous gummas independent of underlying tuber- 
culous foci. I also noticed a peculiar atrophy of the cheeks, which I believe is 
associated with the other lesions. 

Dr. A. BENSON CANNON: I suspect that the lesions are self induced. I have 
never seen a dermatologic disease similar to the lesions present in this case, nor 
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have any of the former investigators been able to make a diagnosis clinically or 
from their laboratory investigations. The child has spent most of her life in 
various hospitals and has the background (psychologically) for self induced lesions. 
The ulcers are certainly traumatic in type. Her actions and facial expression as 
she entered the room caused me to suspect that she might be a malingerer. I believe 
that if a plaster cast were put on the extremity all the lesions would heal. 

Dr. Frep Wise: The patient had been previously presented before several 
dermatologic groups in Pittsburgh, but no definite diagnosis had been established. 
I am in agreement with the opinions expressed by other members that the eruption 
is in all probability a form of tuberculosis or tuberculid, but I am unable to 
reconcile such a diagnosis with the extensive scarring on the skin of the knees. | 
regret that Dr. Cannon’s suggestion as to diagnosis does not appeal to me in this 
instance. 

Dr. Georce M. Mackee: I agree with Dr. Wise that this is not a self induced 
eruption. There are innumerable papules on each cheek and atrophy. Another 
interesting feature is the eruption around the elbows and knees. 


Xanthoma Tuberosum; Keloid; Jacquet Posterosive Syphiloid. Presented 
by Dr. Georce M. Lewis. 


J. H., a 4 month old infant, was first seen on Dec. 1, 1944 at the skin clinic of 
the New York Hospital. According to the mother, three weeks after birth several 
reddish yellow lesions appeared in the inguinocrural region. This was followed by 
the appearance of similar elevations on the scalp and trunk about two weeks later. 
Since that time, no new lesions have appeared and the old ones have remained 
stationary. In both inguinocrural folds there was diffuse erythema. On the right 
side of the vulva and on the right buttock are round, reddish yellow, slightly eroded 
nodules, about 3 by 2 cm., under the left costal margin, and in the right parietal 
region are firm, yellowish red papules about 1 by 2 cm. The blood from the cord 
gave a negative serologic reaction. .A dark field examination from an eroded 
lesion was negative. The mother’s blood gave a negative reaction to the Wasser- 
mann test. 

DISCUSSION 


Dr. Maurice J. CosteLtto: Lesions occurring in the diaper region have been 
described as similar to condylomas, and I believe that these are pyogenic lesions 
simulating condylomas. 

Dr. Georce C. ANprEWS: I was impressed by the yellow, lemon color of the 
lesions of the scalp and believe that they are juvenile xanthomas and that the other 
lesions will become yellowish. If this is true, it is better not to treat them. I have 
iad 2 cases in which juvenile xanthoma disappeared when the children reached 4 
or 5 years of age. Some patients have been helped by thyroid extract. 

Dr. Georce M. MacKee: I agree with Dr. Andrews. 

Dr. Frep Wise: I agree with Dr. Andrews also. I have an idea that fibro- 
xanthoma is being dealt with. McDonagh described similar cases, and I think that 
it is possible that these lesions might turn out to be xanthoendothelioma. I suggest 
that a biopsy may offer additional evidence. 

Dr. A. BeENson Cannon: I should first attempt to rule out bromides as the 
cause. I have seen several cases of infants born with bromide tumors that were 
identical to this, and I should think that an estimation of bromide in the blood 
and the urine should be made. 

Dr. Frank C. Compes: I agree with Dr. Wise. McDonagh called these nevo- 
xanthoendothelioma. They are probably neither nevi nor endotheliomas although 


they are xanthomatous. 


Dr. FrevericK Reiss (by invitation): At the time the child was presented, the 


esion in the inguinal region looked suggestive of posterosive syphiloid, but in the 
past few weeks the condition has definitely changed and the lesions in the inguinal 
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region are similar to those in the occipital and parietal region. I think that this is 
possibly a case of xanthoma or nevoxanthoendothelioma. 


A Case for Diagnosis (Sarcoid; Leprosy?). Presented by Dr. Frep Wise. 


Mrs. P. L., a married woman aged 49 years and a native of Nassau, West Indies, 
was under the care of Dr. Frances Pascher, of Brooklyn. The patient had a 
generalized macular, nodular and tuberous eruption, which first appeared about ten 
years previously. She had lived in this country since childhood. 

Her history indicated that she had been hospitalized for a period of seven weeks 
and that a diagnosis of Hodgkin's disease (lymphogranulomatosis) was made in 
1935, based on two biopsy examinations. She received daily roentgen ray treat- 
ments for ten days while in the hospital. 

In the past two years, Dr. Pascher’s investigations revealed the following find- 
ings: a biopsy of a nodular lesion on the abdomen showed the characteristic changes 
of Boeck’s sarcoid; a roentgenogram of the lungs was normal; examination of the 
hands on Jan. 4, 1943, showed changes suggestive of rarefication of the head of the 
proximal phalanx of the first finger of the right hand and the head of the second 
metacarpal bone; the Wassermann reaction of the blood was negative, and quanti- 
tative tests with tuberculin showed an anergic response. 

On presentation, examination showed a widespread eruption involving the head, 
face, trunk and extremities. The lesions were most abundant on the back and 
extremities; they consisted of flat plaques, nodules and tumefactions of reddish 
brown and coffee color; on the wrists, the individual lesions were tuberous and 
most prominent. The outer aspects of the eyebrows were devoid of hair; the 
cervical lymph nodes on the right side of the neck were enlarged; there was a 
moderate grade of interosseous atrophy of the knuckles of the hands but no evidence 
of thickening of the palpable nerve strands. Tests for presence of anesthesia of 
the skin were negative. (Tests for heat and cold sensation were not reported at 
the time of presentation.) Search for the microbacillus of leprosy was fruitless. 
The patient had lost about 20 pounds (9.1 Kg.) in the past two years. 

Unfiltered roentgen ray therapy combined with subcutaneous administration of 
arsenic, given two years previously, had resulted in complete resolution of the 
cutaneous lesions, with the exception of the tuberous lesions on the wrists. The 
present attack, however, has failed to respond to roentgen therapy. 

DISCUSSION 

Dr. Georce M. MacKee: This may be a case of leprosy, but this is such a 
serious diagnosis that it is necessary to prove it by finding the bacillus of Hansen 
and also by ruling out sarcoidosis. The eruption shows hyperesthesia instead of 
hypoesthesia. The persistent pruritus may be merely an essential pruritus. 

Dr. Georce C. ANprEws: Every once in a while a disease is seen which is 
extremely difficult to diagnose. This looks like leprosy; yet it may turn out to be 
sarcoid. A diagnosis should not be made until the histologic report is received. 

Dr. GeraLp F. MacHaceK: I saw this woman about eight years ago at the 
Roosevelt Hospital. Although I suspected leprosy at the time, I assumed that she 
had not been to the West Indies. The outstanding symptoms were intense pruritus 
and glandular swelling. She presented only an occasional lesion on the abdomen 
and thighs. A lymph node was removed, from the sections of which a diagnosis 
of Hodgkin’s disease was made. I saw sections from the abdominal cutaneous 
lesions and, suspecting leprosy, stained some by Ziehl-Neelsen’s technic but dis- 
covered no bacilli and finally concluded that the lesion was a lymphoblastic infil- 
tration with tuberculoid structure, particularly as there were not many epithelioid 
cells present. Although pruritus continued to be the outstanding complaint, the 
signs of nerve involvement have since developed. Last month the patient noticed 
a foot drop of the right extremity. She has had ulcerations but no nerve symptoms 
except hyperesthesia or pruritus. Her case must be reevaluated. It is probably 
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leprosy, but there is a remote possibility of a tuberculoid lymphoblastoma involv- 
ing the nerves. 

Dr. Maurice J. Costerto: The features presented in this case favor both 
leprosy and sarcoid. I should favor the latter diagnosis because of the patient's 
failure to react to the intradermal injections of tuberculin. The foot drop may be 
due to some bony changes in the sacrum, with indirect pressure on the lumbo- 
sacral region. 

Dr. FrepericK Reiss (by invitation): There are certain features of leprosy 
which I should want to correlate with this eruption. The clinical features, especially 
the nodules, are suggestive of leprosy, but the histologic changes, as interpreted 
by Dr. Sims, would be a contraindication in such extensive formation of nodules. 
In tuberculoid leprosy, the sensory changes would be more prevalent than they 
are in this case. As Dr. MacKee pointed out, there is more or less hyper- 
algesia. That would not be in accordance with what is known of tuberculoid 
leprosy. Changes in the bone could, of course, occur in tuberculoid leprosy, but 
without corresponding clinical findings I think that it would be rather difficult to 
entertain this diagnosis. Moreover, if this is the nodular type of leprosy, sensory 
changes could be absent, and in that case an entirely different picture would be 
expected; in addition, leprosy bacilli would be easy to find. 

Dr. Frank C. Combes: I agree with everything Dr. Reiss has said. There is 
not a tremendous difference in the biologic actions associated with sarcoid and 
the tubercular type of leprosy ; blood changes and bony changes are similar, although 
there are certain distinguishing features. I should spend all my time in this case 
looking for Hansen's bacillus. 

Dr. A. BENSon CANNON: I am convinced that the patient has leprosy. I have 
seen patients with leprosy with just as many lesions as this patient has, and the 
enlargement of the lips, lobes of the ears, eyebrows, wrinkling of the forehead, 
the brownish red, soft tumors, the large ulnar nerves and the foot drop are all 
characteristic symptoms of leprosy. Itching and hyperesthesia are common symp- 
toms in nodular leprosy. Dr. Kellersberger, of the American Mission to Leprosy, 
1 a personal communication, stated that Pron, a new sulfur derivative, has given 
the greatest hope of success in the treatment of leprosy of any remedy yet used. 
He stated that Pron has been in use at the leprosy colony in Carville, La., for 
the past few years and has proved to be beneficial in the treatment of certain types 
of the disease. Pron should be of benefit in this type of leprosy. I feel reasonably 
certain that if careful search is made for Hansen's bacilli they will be found. 

Dr. Georce C. Anprews: I have corresponded recently with Dr. Guy H. 
Faget, in charge of the United States Marine Hospital (National Leprosarium) in 
Carville, La., concerning the use of Diasone (disodium formaldehyde sulfoxylate 
diaminodiphenylsulfone) and Promin. He stated that the results of treatment 
with Diasone thus far are similar to those obtained with Promin, which has an 
inhibitory action on the progress of the disease. Although he has been using these 
drugs for about five years, it is still too early to form any definite opinion as to 
their mode of action and their limitations in such a chronic disease as leprosy. The 
action is slow, and benefits do not become manifest until after six months of 
therapy. Benefits are shown more rapidly with Diasone than with Promin, but, 
on the other hand, the ulcerative complications, keratitis and laryngitis, do not 
respond so readily. 

Dr. Maurice J. Costerto: The patient has lesions on the scalp, which is 
extremely unusual in leprosy. Have roentgenograms of the lungs been taken? 


Sycosis Vulgaris (of Ten Years’ Duration). Presented by Dr. Howarp Fox. 


P. J. G., aged 33, a truck driver of Italian extraction, has suffered from an 
cruption of the bearded region for the past ten years. At the onset, the patient 
said, there were individual pustules, which eventually changed to the present type 
eruption. 


| 
| 
i 
+ 


672 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


He now presents a dry, scaly eruption involving the entire surface of the 
bearded area and that of the upper lip. He is an intelligent man and is apparently 
a cooperative patient. 

He has been treated by other physicians, with many remedies, but without 
permanent effect. He said that the best results were obtained from a dozen weekly 
treatments with roentgen rays. At no time were roentgen rays used to cause epi- 
lation. Other methods of treatment included ultraviolet irradiation, mechanical 
epilation by “Zip” «methods, staphylococcic vaccines, ammoniated mercury ointment, 
boric acid ointment, gentian violet medicinal, penicillin given intramuscularly 
(total of 1,000,000 units) and compound chlorohydroxyquinoline ointment, which 
he has used daily for a year. He has had no sulfonamide drugs.. The eruption 
is only partially improved by chlorohydroxyquinoline ointment. 

The patient is presented tor therapeutic suggestions. 

DISCUSSION 

Dr. Georce C. ANDREWS: I should suggest the use of sulfadiazine internally. 

Dr. GeorGeE M. MackeEe: Recently I have had several patients with sycosis 
vulgaris of twenty years’ duration. The lesions had resisted all conventional 
therapy, including sulfanilamide drugs, roentgen rays and penicillin by injection 
but cleared up in a few weeks with penicillin ointment, 500 Harvard units to the 
gram. The vehicle seems to make little difference. I have used Aquaphor, hydrous 
wool fat and modern greaseless creams as vehicles, with equally good results. 

Dr. GeorGe C. ANprews: I have had similar results with penicillin ointment, 
using different bases, in a strength of 500 units. It certainly gives remarkable 
results in sycosis vulgaris. 

Dr. Georce M. Lewis: A patient has been hospitalized at the New York Hos- 
pital who had sycosis incidentally, and when penicillin was administered for another 
disease the sycosis promptly responded. I am still waiting for the eruption to 
return. It is now well over a month, and the condition has not yet relapsed. 


Hemangiopericytoma. Presented by Dr. Frep WIsE. 

P. C., a boy aged 4, registered at the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital on July 18, 1944, presenting a growth 
on the nose, of one year’s duration. It began as a pinhead-sized node, which 
gradually enlarged to its present size. 

On the base of the columella of the nose is a pea-sized, smooth, firm growth, 
red and well defined, resembling an angioma. 

Histologic section examined by Dr. Charles F. Sims was diagnosed as hemangio- 
pericytoma. The description is as follows: “Throughout the upper, middle and 
deep corium is a diffuse and ill defined cellular mass. Throughout this mass one 
may note many dilated vessels, with lumens of varying size. Surrounding these 
vessels and fusing with those of neighboring vessels are many spindle-shaped cells 
with rather large round or oval hyperchrematic nuclei and poorly defined 
cytoplasm.” 

DISCUSSION 

Dr. Geratp J. MAcHACEK: By pericytoma the pathologist means a tumor 
composed of cells found in the walls of blood vessels. Morphologically, this tumor 
is composed of spindle cells and is probably benign. 

Dr. Georce C. ANpREWs: There was a tumor precisely like this on the chin, 
described by Stout, under the title of “angiopericytoma” with microscopic features 
which, of course, are just the opposite of those of hemangioendothelioma. Whereas 
the latter arises from the endothelium, this tumor arises from the adventitia of the 
blood vessel. Like the hemangioendotheliomas in children, they are benign. 

Dr. GeorcGeE M. MacKee: I saw this section only under low power, and it is 
my impression that the infiltrating cells are fibroblasts. I wonder whether it might 
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not be an angiofibroma. I recommend excision or leaving it alone. There is too 
much fibrous tissue formation for the use of radium. 


A Case for Diagnosis (Lichen Chronicus Simplex with Nodular Growths) 
Presented by Dr. Frep 

J. B., a white woman aged 29, registered at the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital on Sept. 12, 1944, present- 
ing lesions on the hands since 7 years of age. Her twin sister is not so aftected 
The patient had intantile eczema of the scalp and face at 8 months. At 7 years she 
had dry, scaly patches in the cubital areas. She complains of some itching, worse 
when oozing. Her state of health has been good 

The eruption began as a rough, itchy and scaly patch on the dorsal surface of 
the right little finger. At 12 years the middle finger of the right hand, at 13 the 
rest of that hand and at 14 the left hand became similarly affected. This eruption 
sometimes partially regressed, but it recurred. She received roentgen ray treat- 
ments since 1930 to the dorsal and palmar surfaces of the hands and the cubital 
and popliteal regions, but more to the hands, every two weeks at irregular intervals 
for a period of two years. In 1932 she was treated with ultraviolet and carbon 
are exposures and, later, with injections in the scapular region. In 1937 a match- 
head-sized growth first appeared on the dorsal surface of the right middle finger. 
Within a few months others developed on the same finger. They gradually appeared 
on the dorsal surtace of the right hand during the succeeding seven years. Some 
months later similar lesions appeared on the left hand. For the past two years 
the patient has been having “heart burn and gas.” Gastric analysis and a hemo- 
gram in January 1945 were said to be normal. The eruptions on her hands became 
aggravated atter she ate chocolate and too much meat, fish and cheese. The patient 
stated that tor the past two months she has noticed that if she stays on a diet 
with a low phosphorus content and takes calcium phosphate, calcium gluconate 
and vitamin D waters three times daily the oozing stops and her hands “would 
be better.” 

On the dorsal surfaces of the hands, fingers and wrists are fairly well defined, 
hard, hemispherical white nodules, isolated and closely grouped, varying from the 
size of pinheads to that of matchheads and split peas. They are painless, raised, 
smooth and symmetrically distributed, mostly on the dorsal surfaces of the hands 
and wrists. The skin of the entire dorsal surfaces of the hands, fingers and wrists ts 
thickened, less elastic, moderately infiltrated and covered with ill defined scaly 
patches. There “are numerous fissures, most pronounced on the knuckles. The 
palmar surfaces are comparatively free except for some fissuring and crusting in 
the creases. There are lichenified patches and eczematized, fairly well marginated 
patches in the cubital and popliteal areas, with exaggerated markings on the skin, 
fissuring and crusting on erythematous bases and mild lichenified patches on the 
neck. On diascopic pressure the nodular growths are partially compressed, reveal- 
ing uniform white spots. Atrophy and telangiectasia were not present. 

The urine was normal. The hemogram was normal except for 4 monocytes 
and 8 polymorphonuclear eosinophils. 

Two nodules were excised and examined histologically by Dr. Charles F. Sims. 
The interpretation is as follows: “The epidermis is moderately and fairly regularly 
acanthotic. Throughout the upper corium and midcorium is a diffuse cellular 
reaction, composed of rather large cells with poorly defined cytoplasm. Between 
these cells the collagen has undergone a degeneration which suggests the edematous 
ind granular type. Many fibroblasts are scattered throughout the zone. The 
findings suggest a degenerative process which cannot be placed in a definite 
ategory. While some of the features are in part suggestive of granuloma 
innulare, they are by no means definite.” 


DISCUSSION 


Dr. Joun C. GRaHam: I never heard of such lesions ascribed to roentgen rays. 
have no idea what they are. 
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Dr. Frank C. Combes: I do not think that these lesions are related t 
the roentgen therapy that this patient has had. They struck me as being part of 
the lichenification. She has a great many along the arm, and these impressed me 
as being lichenized lymphedema. 

Dr. Greorce M. MacKee: The patient apparently has neurodermatitis. The 
interesting feature is the large papules or nodules. It is possible that these lesions 
are the result of years of rubbing and scratching and may be nothing but exag- 
gerated lichenification or hypertrophic papules. However, this is not borne out by 
the histology. I have not seen lesions of this sort before in neurodermatitis. It 
may be that she might have these lesions even if she did not have neurodermatitis. 
They resemble the lesions seen in elderly or old people, especially those who have 
had long, continued exposure to solar rays, in other words, keratosis. This is 
suggested also by the histology. It is a degenerative process. 

Dr. Paut EF. Becuet: I have not infrequently observed papules aggregated 
in patches, with scaling and much thickening of the skin, apparently entirely caused 
by friction. In one particular instance, in a woman patient, a similar clinical 
picture was produced by daily friction with a pumice stone for several consecutive 
years in attempts at removing superfluous hair. 

Dr. Frep Wise: I am glad to learn that none of the members regard this 
eruption on the hands as a roentgen ray effect just because there is a history of 
exposures to roentgen rays for the associated atopic dermatitis. The nodular lesions 
closely resemble the nodular neurodermatitis described by Kreibich. 


A Case for Diagnosis (Bowen’s Disease?). Presented by Dr. ANTHONY ( 

CIPOLLARO. 

L. P., a Puerto Rican woman aged 64, first attended the Skin and Cancer Unit 
of the New York Post-Graduate Medical School and Hospital in the service of 
Dr. Williams in 1935. About twenty years ago she had a lesion in the perianal 
area, which was treated with roentgen rays in Puerto Rico. The disease improved 
but later recurred. When the patient attended the Skin and Cancer Unit, several 
biopsies were made. One of them showed the lesion to be that of Bowen's disease, 
and another showed it to be a possible prickle cell epithelioma. The patient was 
referred to the surgical department, where most of the involved tissue was removed 
and skin grafts were performed. A proctoscopic examination showed no involve- 
ment of the rectum. 

This patient was previously presented at the New York Academy of Medicine, 
Section of Dermatology and Syphilis, on Nov. 6, 1944 by Dr. Eugene Traub. 

The patient now presents a lesion affecting the perianal area, which is oval in 
shape and measures in its greatest diameter about 10 cm. It is elevated, and the 
surface is cauliflower shaped and granulomatous. Along the edges of the lesion 
there is some hyperkeratosis. There is no definite pearly border and no definite 
ulcer formation. The clinical appearance of the lesion is that of a granuloma. 

DISCUSSION 

Dr. Geratp J. MacuaceK: The two slides which Dr. Cipollaro presented 
differed. One was definitely that of Bowen’s disease, and the other was that of an 
epithelioma forming what appeared to be incomplete epidermal appendages invading 
the corium. The lesion was evidently Bowen’s disease which had become trans- 
formed into a classic epithelioma. 

Dr. Georce C. ANprEWs: This is an interesting and unusual case. Bowen's 
disease does sometimes metastasize, and this lesion may be such. 

Dr. Ray H. Rutison: This is an interesting case. The disease process is 
much more advanced than I have ever seen in the past in similar cases. 

Dr. Frank C. Combes: I agree with the diagnosis as presented. One purpos¢ 
of this presentation was suggestions as to therapy. The only therapy I can conceive 
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§ is excision and further plastic operation. I should like to ask whether the 
invasiveness of the lesion increases its radiosensitivity 

Dr. ANTHONY C. CrpoLLarRo: I am glad that Dr. Machacek confirmed the his- 
tologic opinions previously given. This patient looked like this prior to het 
operation in 1935. During the past nine years the disease has been slowly pro 
gressive, and there is no evidence of metastasis. I wonder whether irradiation might 
not be the proper approach at the present time? I am aware of the fact that 
Bowen's disease 1s not particularly radiosensitive. 


Extensive Lupus Vulgaris. Presented by Dr. Frep WIseE. 


kK. K., a Polish working woman aged 54, registered at the Skin and Cancer 
Unit of the New York Post-Graduate Medical School and Hospital on Dee. 5, 
1944, presenting lesions of fourteen years’ duration. She has been in good genera! 
health continuously. She has three sons, the oldest 25, living and healthy. One 
child died of pneumonia at 4 years. 

The patient presents an extensive eruption on the face, neck, trunk and 
extremities. The lesions are dull, yellow-red, rough, painless, nontender and 
overed with adherent sparse scaling and some crusting. The eruption involves 
two thirds ot the right side of the forehead, both cheeks, the right ear and the 
retroauricular region and the entire midface, including the nasal mucosa, except 
for the left ala nasi and the central two thirds of the chin. This eruption is con- 
tinued uninterruptedly downward, to envelop, except for a 5 cm. area on the left 
side, the entire neck, ending in a well marginated border curving tpward from 
the manubrium along the infraclavicular lines. There is a total of eight oval and 
round isolated lesions on the back, varying from 1 to 3 cm. in diameter, and six 
lesions on the extensor surfaces of the elbows and arms. There is a 7 by 10 cm 
growth located on the left cubital region. On the vertex of the scalp is a fairly 
superficial half-dollar-sized scaly patch. 

The lesions on the forehead and right cheek are irregular, because of ill defined 
nodular growths, most prominent at the borders. They are superficial and evenly 
distributed along the neck and V area of the chest. The lesions on the trunk and 
extremities are round and oval, with well delimited borders rising straight above 
the skin, 2 to 4 mm. in height. The exaggerated ridges and furrows run upward 
trom the raised edges and converge in the center, of the shallowed surfaces. They 
thus resemble closely, except for the color, the appearance of evenly flattened and 
hollowed dried figs. 

\ section was examined histologically by Dr. Charles F. Sims. It was diag 
nosed as lupus vulgaris. The description follows: “The epidermis is somewhat 
thinned, with flattened rete pegs and corresponding papillary bodies. Throughout 
the upper corium and midcorium are scattered groups of epithelioid and giant cells 
surrounded by a moderate cellular infiltration composed of small, round and 
wandering connective tissue cells.” 

DISCUSSION 


Dr. Geratp F. MachaceK: Isolated cases of lupus vulgaris respond to various 
types of therapy. I have seen a patient with lupus vulgaris benefited by local 
injection of chaulmoogra oil. A good many years ago, in spite of Finsen therapy, 
[ saw the best results obtained at the Vienna Lupus Heilstatte, resulting from 
local excision of small lesions. Repeated focal electrodesiccation has also yielded 
results. In other words, methods which set up local inflammations or result. in 


omplete destruction may be successful. In the English literature there are reports 
of the successful use of injections of starch locally. 


Dr. Maurice J. Costetto: I tried the method of injections of starch solutions 
m several patients with lupus vulgaris, with poor results. My suggestion would 
be to have the patient try to follow a salt-free diet. Otherwise the patient should 
be left alone. Occasionally, generalized ultraviolet irradiation might be of some 
help in conjunction with local therapy. 
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Dr. Paut E. Becuer: I also believe that local destruction in such an extensive 
eruption is contraindicated. Perhaps a salt-free diet rigidly carried out might 
prove of some benefit, though my personal experience with it has not been 
encouraging. 

Dr. ANTHONY C. CIpoLLARO: The methods of treating lupus vulgaris are not 
satisfactory. In an extensive eruption such as this, hospitalization and rest in bed, 
an adequate high vitamin diet, generalized and localized ultraviolet irradiation, 
tuberculin injections and all other methods which would improve the general health 
should have favorable results. 

Dr. FrRaNK C. Combes: I agree with Dr. Cipollaro in regard to local treat- 
ment. I do not think that it is of any value in patients with lupus vulgaris if they 
are not amenable to plastic surgery. I should like to see a patient treated with 
either Promin or Diasone, treatment such as was suggested today in the case of 
leprosy. I am anxious to see what the results would be. 

Dr. Frep Wise: While one might argue that in view of the age and apparent 
good health of the patient it might be best to refrain from treating these extensive 
lesions, I fear that the patient would merely become a “shopper” from one clinic 
to another. I believe that attempts at improving the eruption with skin grafts, 
plastic operation and graded injections of old tuberculin should be made. 


Erythema Multiforme. Presented by Dr. Frep WIsE. 

N. P., a barber aged 47, registered at the Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital on Sept. 5, 1944, presenting 
generalized lesions of four months’ duration. He gives a history of sunburn. The 
day after the sunburn he had chills which lasted for a few hours. Three or four 
days later a rash with “blisters but no fluid in them” appeared. It itched severely 
the first two weeks of the eruption. Since then the itching has been slight and 
only in the lower limbs. He stated that he has been a heavy drinker. He gave no 
history of ingesting any drugs except acetylsalicylic acid for headaches. He did 
not remember ever having been sick. 

The eruption begins as pea-sized patches, and within a few weeks the diameters 
of some vary in size from that of a cherry to that of a quarter. They then dry and 
clear in the center, forming a ring. Some remain as such, while others form larger 
rings. Some lesions last a month, breaking up and leaving irregular spots, while 
others have persisted since inception. There were lesions in the mouth about two 
months ago. The patches that have regressed have been mostly on the back, only 
a few being on the extremities. 

The lesions are generalized, symmetric and profuse and are located mostly on 
the extremities, including the dorsal surfaces of the hands and wrists, the mid- 
abdomen, the buttocks, the knees and the genitalia. The back, except for the 
scapular regions, is free, the brownish residual spots still being fairly clearly 
discernible as the site of the former patches. There are patches on the lower 
eyelids. The diameter of the lesions ranges from that of a pea to that of a 
silver dollar and larger. Some, the smaller patches, are round; others are ring 
shaped or oval shaped, with broad borders. There are larger serpiginous and 
bizarre-shaped patches due to coalescence of the broken-up ringed lesions. The 
borders are slightly raised, several millimeters in width and purplish red. 
The inner halves of the borders of many lesions are covered with whitish fine 
adherent scaling and crusting. On diascopic pressure some patches do not reveal 
any change while others show only partial fading. 

Routine laboratory tests are normal except for a relative lymphocytosis, the 
hemogram showing 23 polymorphonuclear eosinophils. 

Patch tests gave only a 1 plus reaction to a recently prepared ointment of 30 
per cent potassium iodide in petrolatum. Ingestion of 1.0 Gm. of potassium iodide 
in two doses produced a new crop of lesions, particularly in the nares, the following 


day. 
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The histologic section, examined by Dr. Charles F. Sims, was interpreted as 
“consistent with a possible dermatitis herpetiformis.” The description follows: 
“The epidermis is somewhat irregular, and at several points of the dermalepidermal 
junctions one may note subepidermic vesiculation. Basal cell liquefaction as well 
as exocytosis and exoserosis is present. The cells consist of small round poly- 
morphonuclear neutrophils and an occasional eosinophil. Interstitial and paren- 
chymatous edema of the upper collagen may be noted.” 


DISCUSSION 

Dr. Georce C. ANpDREWS: This case fits into the group both histologically and 
clinically. It is hard to say whether to call it that or erythema annulare cen- 
triiugum, which it resembles a little more closely clinically, or whether to call it 
dermatitis herpetiformis. I do not see at this time any evidence of mycosis fun- 
goides, but it is possible that something like that may develop in the future. 

Dr. Maurice J. Costetto: I agree with the diagnosis as presented. The late 
Henry Niles often spoke of a patient with an eruption similar to this which cleared 
under intramuscular injections of bismuth subsalicylate. 

Dr. Georce M. Lewis: I do not think that drugs can be entirely ruled out, 
even with a noncontributory history. Since the lesions are atypical for erythema 
multiforme, I am in favor of an attempt to get more history in regard to drugs. 
The presenting diagnosis is the most workable for the time being, but the cause 
should be looked for in drugs, bacteria or some unknown cause. 

Dr. Paut E. Becnet: The annular formation is certainly suggestive of 
erythema multiforme. However, the annular lesions, particularly about the buttocks, 
are distinctly grouped, their borders seem raised and there is a suspicious moisture 
on a few of them, some of which appear vesicular. It struck me that the possibility 
of a dermatitis herpetiformis should also be considered. 

Dr. Frank C. Compes: I agree with the diagnosis as presented. I do not 
think that this is either erythema perstans of Darier or dermatitis herpetiformis. 

Dr. Frep Wise: The tests with 30 per cent of potassium bromide and iodide 
ointments were only faintly positive, but the eruption flared up after ingestion of 
potassium iodide. Many vesicular and bullous diseases are prone to become inten- 
sified from ingestion of iodides and bromides. In dermatitis herpetiformis the 
cutaneous test with ointment is of some significance, but it should not be overvalued. 
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Book Reviews 


Electrotherapy and Light Therapy with the-Essentials of Hydrotherapy 
and Mechanotherapy. By Richard Kovacs, M.D., Protessor of Physical 
Therapy, New York Polyclinic Medical School and Hospital, New York 
Fifth edition. Cloth. Price, $8.50. Pp. 694, with 353 illustrations, Phila- 
delphia: Lea & Febiger, 1945. 


The fifth volume of Kovac’s excellent book dealing with many aspects of 
physical medicine is most welcome. As the title implies, special emphasis is placed 
on electrotherapy and light therapy, though consideration is also given to hydro- 
therapy and mechanotherapy. In this edition, a new chapter on hypothermy has 
been added. The important subjects of roentgen and radium therapy have not 
been included. All chapters have been revised and brought up-to-date and 87 new 
illustrations have been added and 49 obsolete ones deleted. 

The book is divided into five parts, with thirty-seven chapters. Part I discusses 
fundamental electrophysics and the general conversion and distribution of elec- 
tricity. Any physicians interested in physical medicine, including the derma- 
tologist, should read this part of the book with great care. The subject is explained 
in an understandable manner and is well illustrated with diagrams and drawings. 
Indeed, the entire volume has a wealth of illustrations, including photographs ot 
apparatus. The author has frequently clarified the subject of electricity by com- 
paring it with the flow of water through pipes. One subject about which the 
average dermatologist knows little, namely the effect of cold in producing frost bite 
and chilblains, is well discussed under the subject of hypothermy. 

Part V, dealing with applied physical therapy, has chapters relating to the 
use of physical mediums in various specialties. The chapter on dermatologic 
conditions has brief descriptions of twenty-five diseases and an extended dis- 
cussion of the treatment of hypertrichosis, both by electrolysis and by the high 
frequency current. Most of the statements in this chapter are well known to the 
average dermatologist, and few criticisms can be made of the conservative state- 
ments of the author. This reviewer, however, doubts the efficacy of radiation from 
a cold quartz mercury vapor lamp in improving the appearance of postacne scarring. 
In the average case of seborrheic keratosis there is rarely need of “thorough 
desiccation,” as in most cases a cure without scarring can be achieved by simply 
using a sharp curet. The author's statement that “all forms of generalized derma- 
titis as a rule serve as a contraindication to ultraviolet irradiation” is certainly not 
true in the reviewer's opinion. Excellent results may be obtained by this method 
in many cases of generalized eczema and psoriasis. 

The great amount of information in the text, in addition to a wealth of excellent 
illustrations, bibliographies and glossary, makes this a most valuable book for 
students and practitioners of physical medicine. ‘ 
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The asterisk (*) preceding the page num- 
ber indicates an original article fn the 
Archives. Subject entries are made for all 
articles. Author entries are made for original 
articles and society transactions. Book Re- 
views, Obituaries and Society Transactions 
are indexed under these headings in their 
alphabetical order under the letters B, O 
and S, respectively. 


Abnormalities and Deformities: See under 
names of diseases, organs and regions, 
as Atrophy; Ear; Ectodermal Defect; 
Hair, abnormalities; Pigmentation; Sweat 
Glands ; etc. 

Abramowitz, E. W.: Necrobiosis lipoidica, 
Perivasculitis, 163 

Psoriasis? roentgen ray dermatitis of groins, 
scrotum and scalp; roentgen ray ulcer 
of perineal area, 527 

Abscess: See under names of. organs and 
regions 

Acanthosis nigricans: benign type with acne 
and active duodenal ulcer, 69 

nigricans (juvenile type), 194 

Acarus Scabiei: See Scabies 

Acetic Acid: See Ringworm 

Achromia: See Nevi; Vitiligo 

Acid, Acetic: See Ringworm 

Boric: See Boron Compounds 
Nicotinic: See Nicotinic Acid 

Ackerman, L. V.: Sporotrichosis with radi- 
ate formation in tissue; report of case, 

Acne; acanthosis nigricans; benign type with 
acne and active duodenal ulcer, 69 

indurata in identical twins treated by 
penicillin, *232 

rosacea; case for diagnosis, 153 

rosacea; telangiectasia of tip of nose; 
lupus erythematosus, 148 

rosacea-like tuberculid of Lewandowsky ; 
tuberculosis miliaris faciei, 63 

ulerythema acneiforme; case for diagnosis, 


varioliformis or herpes simplex, recurrent, 
68 
Acrodermatitis atrophicans chronica, 185 
atrophicans chronica, scleroderma or atro- 
phoderma, 666 
= atrophicans with angiosarcomas, 
23 
Acrokeratosis: See Keratosis 
Acrosclerosis: See also Scleroderma 
Sellei, 547 
Actinodermatitis: See under Light; Roent- 
gen Rays 
Actinomycosis, cervicofacial, 385 
Adhesive plaster, treatment of varicose ulcers 
with silver-coated adhesive tape, *507 
Adolescence ; bone lesions of congenital syph- 
ilis in infants and adolescents, 386 
Adrenalectomy: See Adrenals 
Adrenals ; hypertrichosis with mental 
changes; effect of adrenalectomy, 651 
in pemphigus vulgaris; report of case, *42 
Alimentary Tract: See under Stomach 
Allergy: See Anaphylaxis and Allergy 
Alopecia: See also Hair, removal 
areata in twins, 193 
cicatrisata, 394, 399 
cicatrisata; pseudopelade, 59, 515 
— associated with onychodystrophy, 


acneiforme; case for diagnosis, 
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Amebiasis, exfoliative dermatitis associated 
with amebic dysentery, *506 
American Board of Dermatology and Syphil- 
ology, change in date of examination, 47 
Amyloid Substance, experimental study on 
absorption of amyloid in localized amy- 
loidosis by skin grafting, *%342 
Amyloidosis; experimental study on absorp- 
tion of amyloid in localized amyloidosis 
by skin grafting, *342 
lichen amyloidosis in 2 sisters: case for 
diagnosis, 192 
of skin, 49 
primary systemic, 510 
primary systemic, of alimentary tract, 510 
Anaphylaxis and Allergy: See also under 
names of various diseases, as Eczema; 
ete. 
atopic eczema (allergic eczema), 656 
chronic allergic dermatitis, 159 
contact dermatitis; analysis or tabulation 
of all cases proved in single year, *265 
dermatitis of hands due to atopic allergy 
to pollen, *437 ° 
epidermal and dermal sensitization existing 
in same individual, 294 
evaluation of histamine intradermal test as 
general indicator of allergy, 385 
Anderson, H. E.: Tyrothricin in cutaneous 
infections, *20 
Anderson, N. P.: Bird scabies, 161 
Comedonicus nevus of extensive distribu- 
tion, 433 
Keratosis follicularis in mother and daugh- 
ter, 162 
Lupus vulgaris treated with promizole (4,2’- 
diaminophenyl-5-thiazolesulfone), 434 
Sarcoid; case for diagnosis, 152 
Andrews, G. C.: Early diagnosis of cancer 
of skin, *570 
Hemangioma of orbit with cataract, 206 
Andropogon Citratus: See Lemon Grass Oil 
Angina, Vincent’s: See Fusospirochetosis 
Angiosarcoma with acrodermatitis chronica 
atrophicans, 423 
Anhidrosis: See Sweat Glands 
Ankle: See also Foot 
Charcot joint of right ankle, 53: 
Antigens and Antibodies: See also Lipoids; 
and under specific antigens and reactions 
Antimony: See Psoriasis 
Aphthae: See Stomatitis 
Apparatus; diffusion of water through dead 
plantar, palmar and torsal human _ skin 
and through toe nails, *39 
treatment of dermatophytosis and hyper- 
hidrosis with formaldehyde and cupric 
sulfate iontophoresis, *34 
Appel, B.: Lichen planus hypertrophicus, 
187 


‘ 
Psoriasis, 183 
Armed Forces Personnel: See Military Medi- 
cine; etc. 
Armies: See Military Medicine 
Arms: See Forearms; etc. 
Arnold, H. L., Jr.: Amyloidosis of skin, 49 
Epidermolysis bullosa acquisita compli- 
cated by annular vegetative iododerma, 
56 


Jv 

Generalized progressive scleroderma with 
Raynaud’s syndrome, 

Incidence of dermatoses in office practice 
in Hawaii, *6 

Keratosis palmaris; case for diagnosis, 55 

Lichen sclerosus et atrophicus, 56 

Lichen scrofulosus (tuberculosis lichen- 
oides), 660 
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Arnold, H. L., Jr.—Continued 

Lupus erythematous disseminatus (response 
to sulfadiazine?), 53 

Pemphigus vulgaris, 48 

Pityriasis rubra pilaris, 49 

Poikiloderma: case for diagnosis, 

Psoriasis or parapsoriasis en 
(Brocq), 50 

Subacute disseminated lupus erythematosus, 
660 

Tuberculoid 


plaques 


leprosy, 50, 51 


Arsenic and Arsenic Compounds: See also 
Arsphenamines 
arsenical keratoses disappearing with vita- 
min A therapy, 154 
fixed eruption (arsenic; bismuth?), 666 
keratosis palmaris et plantaris due to 


arsenic, 177 
pigmentation following 
senic ?) 
pityriasis - rosea - like 
eruption following antisyphilitic 
case for diagnosis, 658 
Therapy: See under Lupus 
Syphilis 
Arsphenamines, 
ing arsphenamine 
on 50 cases, 648 
intrahepatic obstructive jaundice 
neoarsphenamine; ineffectiveness 


morphea (and ar- 


lichen - planus - like 
therapy; 


erythematosus ; 


exfoliativa follow- 
observations 


dermatitis 
therapy; 


due to 
of ther- 


apy 
Therapy See under Syphilis 
Arteries: See Arteriosclerosis; Periarteritis ; 
Thrombosis: etc. 
Arteriosclerosis ; arteriosclerotic ulcer of leg, 
397 
arteriosclerotic ulcer with scleroderma-like 
changes; ergotism; case for diagnosis, 
397 
uleers of leg (trophic; factitial; arterio- 
sclerotic; traumatic’), 397 


Arthritis; keratosis blennorrhagica; its re- 
sponse to penicillin, *278 
Asthma: See Anaphylaxis and Allergy 


Astrachan, G. D.: Idiopathic multiple hemor- 


rhagic sarcoma (Kaposi), 170 
Secondary syphilis; condyloma latum in 
nostrils, € 
Athlete’s Foot: See Ringworm 
Atopy: See Anaphylaxis and Allergy 
Atrophoderma: See Atrophy 
Vermiculata : See Folliculitis 
Atrophy: See also Acrodermatitis chronica 
atrophicans; and under names of organs 
and regions 


congenital cutaneous atrophy on hands and 
shins; recent dysphagia, 198 

poikiloderma atrophicans vasculare Jacobi; 
cutaneous changes typical of this dis- 
ease in patient with late meningovascular 
neurosyphilis, *333 = 

scleroderma, atrophoderma or 
titis atrophicans chronica, 666 


acroderma- 


Avitaminoses: See under Vitamins 
Axilla: See Sweat Glands 
Ayres, S., Jr.: Congenital defect of hair, 
433 
Late syphilis: case for diagnosis, 155 
Necroblosis lipoidica diabeticorum, 62 
BCG: See under Tuberculosis 
Bacillus: See Bacteria 
Bacteria: See Staphylococci; Streptococci; 
etc. 
Actinobacilli: See Actinomycosis 
Calmette-Guérin See Tuberculosis 
Ducrey’s: See Chancroid 
Leprosy: See Leprosy 
Tularense: See Tularemia 
Baldness: See Alopecia 
Bancroft, I. R Pigmented nevus, 152 
Barker, L. P. Contact dermatitis; dermati- 
tis medicamentosa; case for diagnosis, 


73 
Residual eruption following acute dermatitis 
from oil, 401 
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benign 
duodenal 


Acanthosis 
acne and 


Barr, J. 
type with 
uleer, 69 

Acrosclerosis with 
Periarteritis nodosa; 


nigricans 
active 

disease, 70 

diagnosis 


Raynaud's 

case for 
i- 

Bazin’s Disease: See Erythema induratum 

Becker, S. W Lichen amyloidosis 

case for diagnosis, 192 
Morphea-like scleroderma, 65 

syphilis of central ner- 


in 2 
sisters 
Beerman, H 
Raynaud's disease ; 
system, 65 
See under Eyes; 


yous 
Behcet Syndrome: 
Stomatitis 
Belisario, J. C.: 
matologic publicity of 
radiologic physics, *115 


Genitals ; 


Example of need for der- 
developments in 


Benzyl Benzoate: See Scabies 

Beriock Dermatitis: See Pigmentation 

Besnier-Boeck’s Disease See Sarcoidosis 

Biberstein, H.: Immunization therapy for 
lichen planus, *355 

Binkley, G. W.: Acanthosis nigricans 
benign type with acne and active duo- 
denal ulcer, 69 

Biopsy: See Cancer 

Biotropism: See Syphilis 

Birds; scabies, 161 

Birthmark: See Nevi 


Bismuth and Bismuth Compounds; fixed erup- 
tion (arsenic; bismuth?), 666 

pityriasis-rosea-like, lichen-planus-like 
eruption following antisyphilitic therapy 
ease for diagnosis, 658 

Therapy: See also under names of various 
diseases, as Scleroderma; Syphilis; etc 

therapy in jaundice during antisyphilitic 
treatment, 46 


Blastomycosis, 530 

Blennorrhagia: See Gonorrhea; Keratosis 
blennorrhagica 

Blood, Diseases: See Leukemia; etc. 


sedimentation rate in syphilis, 387 


simple technic for estimation of penicillin 
in blood and other body fluids, 512 
transfusion ; pemphigus vulgaris ; suc- 


cessful results following transfusion with 


blood from persons who had recovered 
from disease, *249 

Bloom, D.: Persistent edema of hands and 
forearms, 174 


Pityriasis rubra pilaris, 523, 524 
Blue Nevus: See Pigmentation, cutaneous 
Bluefarb, S. M.: Atrophoderma vermiculatum, 
192 
Body Fluids: See Fluids 
Boeck Sarcoid: See Sarcoidosis 
Bones: See also under names of bones 
Diseases: See Osteomyelitis; etc. 
lesions of congenital syphilis in 
and adolescents, 386 
tuberculosis cutis; lupus vulgaris; inactive 
osseous tuberculosis, 66 


infants 


Book REvIEws: 

Chemistry of Leather Manufacture; G. D. 
McLaughlin and others, 436 

Electrotherapy and Light Therapy with the 
Essentials of Hydrotherapy and Mechano- 
therapy; R. Kovacs, 678 

Histologic Changes of Skin in Favus and 
Trichophytosis in Process ,of Roentgen 


Epilation: W. Arutunoff, 678 

Physical Chemistry of Cells and Tissues 
R. Hober and others, 436 

Studies in Biophysica: Critical Temper- 


ature of Serum (56°); L. du Noily, 562 


Bordet-Wassermann Reaction: See Syphilis 
Wassermann Reaction 

Boron Compounds, boric acid ointment intoxi 
cation, 383 

Bourneville-Pringle 
tuberous 

Bowen's Disease: See Cancer, 

Brain: See Meninges; Nervous System; et 

Syphilis: See Neurosyphilis 


Disease : See Sclerosis 


precancs 
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Brocq’s Disease: See Alopecia cicatrisata 

Brooke-Morrow’'s Disease: See Keratosis fol- 
licularis 

Bubo, Chancroid: See Chancroid 

Climatic: See Lymphogranuloma Venereum 

Bubonulus: See Granuloma inguinale 

Bullosis: See Vesication 

Burch, G. E.: Diffusion of water through 
dead plantar, palmar and torsal human 
skin and through toe nails, *39 

Burns: boric acid ointment intoxication, 383 

Buschke’s Disease: See Scleroderma 


Calcium and Calcium Compounds, Penicil- 
lin: See Penicillin 
Callosities: See Keratosis 


Calmette-Guérin Tuberculin: See Tubercu- 
losis 
Cancer See also Epithelioma: Melanocarci- 


noma; Sarcoma; Tumors; and under 
names of organs and regions 

‘utaneous, from point of view of radiolo- 
gist, *586 
‘utaneous, from standpoint of dermatolo- 
gist, *563 

utaneous, from surgeon's point of view, 


‘utaneous, gross pathology, *597 
‘utaneous, histopathology, *599 
cutaneous, symposium on diagnosis and 
treatment, *563 
factors influencing choice of treatment, *580 
of skin, early diagnosis, *570 
precancer; Bowen’s disease; case for diag- 
nosis, 674 
precancer; Bowen's diseas 
to right inguinal nodes, 
treatment of cutaneous epithelioma, *576 
treatment of metastatic carcinoma in re- 
gional lymph nodes, *584 
Cannon, A. B.: Leukemia cutis; case for 
diagnosis, 426 
Microaerophilic ulcer; case for diagnosis, 
419 
Multiple osteomas, 208 
Multiple pigmented hairy nevi (melano- 
carcinoma?), 413 
Mycosis fungoides (tumor stage), 212 
Capsules and powders, 45 
Carcinoma: See Cancer 
Cardiovascular Diseases: See also Heart 
syphilis; treatment with penicillin, 295 


» with metastases 


Caro, M. R.: Lichen planus; case for diag- 
nosis, 542 

Carotene: See Vitamins, A 

Castor Oil, Sulfonated: See Detergents 


ataract, bilateral matured, complicating 
atopic dermatitis, 663 

with hemangioma of orbit, 206 

Cauda Equina: See Spinal Cord 

ells: See also Tissue; etc. 

giant cell reticulosis, 180 

erebrospinal Fluid; blood and spinal fluid 
tests for syphilis in malarial patients, 


294 
Cervix: See under Uterus 
Chancre, Lymphogranulomatous : See Lympho- 


granuloma Venereum 

Soft: See Chancroid 

‘hancroid, management in tropical theater, 
294 

haoul contact or short-distance roentgen 
therapy, *577 

harcot’s Joints: See Tabes Dorsalis 

hard, F. H.: Treatment of congenital and 
of acquired syphilis in infants and in 
children by penicillin, *625 

heilitis: See Lips, diseases 

hemotherapy: See under names of diseases 
and chemotherapeutic agents, as Dementia 
Paralytica; Neurosyphilis; Penicillin; 
Syphilis; ete. 

hest See Thorax 

ilblains; pernio with milia, 653 
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Children See also Infants 
observations on scabies at St. 
Bathing Center, 46 
treatment of congenital and of acquired 
syphilis in infants and in children by 
penicillin, *625 
Chloasma See under Pigmentation 
Choanae: See Nose 
Cholesterol See Lipoids 
Christian-Schiller Syndrome: See Schiller- 
Christian Syndrome 
Christian-Weber’s Disease: See Panniculitis 
Chromomycosis: See Blastomycosis 
Cipollaro, A. C.: Basal cell epithelioma, 


Pancras 


Bazin’s disease; multiple thromboses; case 
for diagnosis. 164 

Blastomycosis, 530 

Bowen's disease; case for diagnosis, 674 

Generalized progressive scleroderma, 551 

Hydrocystoma, 416 

Spiegler-Fendt sarcoid, 166 

Tertiary syphilis, 425 

Treatment of tinea capitis with roentgen 
rays, *458 


Civatte’s Disease: See Poikiloderma 

Clijat-Petges Disease: See Poikilodermato- 
myositis 

Climate: See Seasons 

Cobalt, metallic, allergic dermatitis due to, 
385 

Cohen, D. M.: Lymphoblastoma, 194 


Psoriasis; case fer diagnosis, 544 
Xeroderma pigmentosum; case for diag- 
nosis, 202 
Cole, H. N.: 

disease, 70 
Combes, F. C.: 
formis, 421 
Comedone: See Nevi 
Communicable Diseases: 
Meningitis: Syphilis; ete. 
Complement-Fixation Reaction: See Lympho- 
granuloma Venereum; Syphilis 
Condyloma latum in nostrils; secondary syph- 
ilis, 655 
treatment of soft warts with podophyllin, 
‘ 
Congress: See Societies 
Conjunctivitis; dermatitis of lids from peni- 
eillin, 385 
Cornbleet, T.: Bullous eruption; case for 
diagnosis, 197 
Lymphoblastoma, 194 
Perifolliculitis capitis abscedens et suffo- 
diens, cleared with penicillin, 543 
Psoriasis; case for diagnosis, 544 
Correction in transcript of article by Drs. 
Erich Urbach and John W. Lentz en- 
titled ‘“‘Carbohydrate Metabolism and the 
Skin” (Arch. Dermat. & Syph. 52: 301 
[Nov.-Dec.] 1945), 277 


Acrosclerosis with Raynaud's 


Epidermodysplasia verruci- 


See Immunity ; 


Corson, E. F.: Herpes simplex, recurrent; 

acne varioliformis; case of diagnosis, 68 
Costa, O. G.: Unusual case of warts, *604 
Costello, M. J.: Dermatitis herpetiformis of 


unusual type, 75 

Dermatomyositis with Raynaud’s phenom- 
ena, 169 

Fibrosarcoma; case for diagnosis, 417 

Lichen nitidus, 418 

Neurodermatitis improved by injections of 
histamine phosphate, 399 

Ocular and oral pemphigus, 165 

Parapsoriasis, 427 

Pityriasis rosea associated with oral lesions 
in child, 73 

von Kecklinghausen’s disease in mother, 
forme fruste type in son and daughter, 
204 

Tuberculosis orificialis, 525 

Counter, C. E Infectious eczematoid der- 

matitis (resistant to therapy), 62 

Localized scleroderma; results of bismuth 


therapy, 32 
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Counter, C. E.—Continued 
Pigmented purpuric lichenoid dermatitis 
of Gougerot and Blum; case for diag- 
nosis, 61 
Couperus, M.: Folliculitis ulerythematosa 
reticulata, 432 
Syphilitic verruciform melanoleukoderma 
ease for diagnosis, 533 
Crawford, G. M.: Lipid proteinosis, general- 
ized, 178 
Lymphoma; furunculosis; case for diag- 
nosis, 182 
Poikiloderma vasculare atrophicans, 176 
Creeping Eruption: DDT in treatment of 
scabies, larva migrans and _ pediculosis 
pubis, *381 
Cupric Sulfate; treatment of dermatophytosis 
and hyperhidrosis with formaldehyde and 
cupric sulfate iontophoresis, *34 
Curth, H. O.: Triple symptom complex of 
Behcet, 147 
Cutis rhomboidalis nuchae, 297, 388 
Cymbopogon Citrates: See Lemon Grass Oil 
Cysts: See under names of organs and 
regions 
Cytology: See Cells 


Dandruff: See Seborrhea 
Darier’s Disease: See Keratosis follicularis 
Darling’s Disease: See Histoplasmosis 


Davis, W. C.: Purpura due to iodides; re- 
port of case, *644 
DDT: See Dichlorodiphenyltrichloroethane 


Decker, H. B.: Parapsoriasis varioliformis, 
Deficiency Diseases: See Vitamins; etc. 
Degeneration, Amyloid: See Amyloidosis 
Deglutition, disorders; congenital cutaneous 
atrophy on hands and shins; recent dys- 
phagia, 198 
Dementia Paralytica; penicillin for neuro- 
syphilis, 383 
treatment with penicillin, 384 
Dentition: See Teeth 
De Oreo, G.: Tropical ulcer, 53 
Depigmentation: See Pigmentation 
Depilation: See Hair, removal 
Dermatitis: See also Acrodermatitis; Ec- 
zema; Neurodermatitis; etc. 
Acneform: See Acne 
Actinica: See under Light 
Arsphenamine: See Arsphenamines 
Atopic: See Eczema; Neurodermatitis 
Atrophicans: See Atrophy 
Blastomycetic: See Blastomycosis 
Contact: See Dermatitis venenata 
dermatophytosis and other forms of inter- 
triginous dermatitis of feet; comparison 
of therapeutic methods, *213 
Eczematous: See Eczema 
exfoliativa associated with amebic dysen- 
tery, *506 
exfoliativa following arsphenamine therapy ; 
observations on 50 cases, 648 
exfoliativa or premycotic mycosis fungoides, 
66 
factitia or streptotrichosis, 167 
Gangraenosa: See Gangrene 
herpetiformis, 77, 205, 305, 661 
herpetiformis; case for diagnosis, 58 
herpetiformis followed by iesions resembling 
lichen planus, 664 
herpetiformis ; hydroa estivale, 304 
herpetiformis of unusual type, 75 
herpetiformis or impetigo herpetiformis. 
207 
lemon grass oil; primary irritant and sensi- 
tizing agent, *94 
Medicamentosa: See also under names of 
drugs, as Arsenic and Arsenic Com- 
pounds; Arsphenamines; Bismuth and 
Bismuth Compounds; Ergot and Ergot 
Preparations; Penicillin; Phenolphtha- 
lein' and Phenolphthalein Derivatives; 
Tryparsamide; etc. 
medicamentosa; case for diagnosis, 424 
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medicamentosa or contact dermatitis, 

Multiformis See Dermatitis herpetiformis 

neurogenic; avitaminosis, 553 

Occupational: See under Industrial Dis- 
eases 

pigmented purpuric lichenoid dermatitis of 
Gougerot ard Blum; case for diagnosis 
61 

purpuric lichenoid, or Schamberg’s dis- 
ease, 518 

repens; case for diagnosis, 175 

repens; penicillin in topical treatment of 
pyogenic infections of skin; clinical and 
laboratory observations, *234 

Roentgen Ray See under- Roentgen Rays 

seasonal, due to albumin fraction of 
timothy pollen, 385 

Seborrheic: See Seborrhea 

Solar See under Light 

theophylline ethylenediamine as antipruritic 
agent; preliminary report, *281 

treatment of severe pustular dermatoses and 
staphylococcie septicemia by oral admin- 
istration of penicillin, *128 

types in American onchocerciasis, *79 

Venenata: See also under Oil; Rubber 
Turpentine; etc. 

Venenata; contact dermatitis; analysis or 
tabulation of all cases proved in single 
year, *265 

venenata; contact dermatitis; case _ for 
diagnosis, 74 

venenata: contact dermatitis caused by 
zinc chromate paint, 403 

venenata; contact dermatitis due to fre- 
quent contact with thinner, 405 

venenata due to nail coating, 200 

venenata due to soap, 411 

venenata; epidermal sensitivity to penicil- 
lin, *365 

venenata from Army spectacles, 46 

venenata from rubber gloves, 205 

Vvenenata; persistent contact dermatitis, 
407 

venenata ; residual eruption following 
acute dermatitis from oil, 

Dermatofibroma protuberans, 553 

Dermatologist, cutaneous cancer from stand- 
point of, *563 

Dermatology; American Board of Derma- 
tology and Syphilology ; change in date of 
examination, 47 

brief history in New York City; its share in 
progress of specialty in America, 649 

example of need for dermatologic pub- 
licity of developments in radiologic 
physies, *115 

Dermatomycosis: See Mycosis, cutaneous 
Ringworm 

Dermatomyositis, 188, 189, 519 

with Raynaud’s phenomena, 169 

Dermatophytes: See Fungi 

Dermatophytids: See Mycosis, cutaneous; 
Ringworm 

Dermatophytosis: See Mycosis, cutaneous; 
Ringworm 

Dermatoses: See Dermatitis; Eczema; Skin 
diseases; etc. 

Detergents: See also Soaps 

use of sulfated oil for cleansing externa! 

auditory canal, *19 

Diabetes Mellitus, necrobiosis lipoidica dia- 
beticorum, 62, 156, 515 

Diathermy: See under names of diseases, 
organs and regions, as Hair, removal; 
Verruca; etc. 


io 


Dichlorodiphenyltrichloroethane : See also 
Creeping Eruption; Pediculosis; Scabies ; 
etc. 


case of DDT poisoning in man, 651 
Diet and Dietetics See Vitamins 
Diethylstilbestrol: See Estrogens 
Diffusing Factors: See Skin, permeability 
Disk, Optic: See Nerves, optic 


a 
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Dobes, W. L.: DDT in treatment of scabies, 
larva migrans and _ pediculosis pubis, 
*381 

Erythema streptogenes, *107 
Tyrothricin in treatment of diseases of 
skin, *498 

Donors: See Blood transfusion 

Drugs, Eruptions: See under names of drugs, 
as Arsenic and Arsenic Compounds; 
Arsphenamines; Bismuth and Bismuth 
Compounds; Penicillin; Phenolphthalein 
and Phenolphthalein Derivatives ; Sulfona- 
mides; etc. 

Duhring’s Disease: See Dermatitis herpeti- 
formis 

Duodenum, Uleer: See Peptic Ulcer 

Durand-Nicolas-Favre’s Disease: See Lym- 
phogranuloma Venereum 

Dyschromia: See Vitiligo 

Dysentery, Amebic: See Amebiasis 

Dyshidrosis: See under Sweat Glands 

Dyskeratosis See Keratosis 

Dysphagia: See Deglutition, disorders 

Dystrophy: See Nails 


Ear: congenital fistula, 151 
external otitis: penicillin in topical treat- 
ment of pyogenic infections of skin; 
clinical and laboratory observations, *234 
otitis externa, 46 
use of sulfated oil for cleansing external 
auditory canal *19 
Ecthyma, penicillin in topical treatment of 
pyogenic infection of skin; clinical and 
laboratory observations, *2: 
terebrant (rare form of tuberculid), 512 
Ectodermal Defect, congenital ectodermal 
dysplasia of anhidrotic type, 297, 338 
Ectodermosis Erosiva’ Pluriorificialis: See 
Erythema multiforme 
Eczema, Atopic: See Neurodermatitis 
autolytica, 137 
chronic allergie dermatitis, 159 
contact dermatitis; analysis or tabulation 
of all cases proved in single year, *265 
dermatitis of hands due to atopic allergy 
to pollen. %437 
infectious eczematoid dermatitis  (resis- 
tant to therapy), 62 
penicillin in topical treatment of pyogenic 
infections of skin; clinical and laboratory 
observations, %234 
Seborrheic: See Seborrhea 
simulating leprosy; case for diagnosis. 303 
types of dermatitis in American onchocer- 
ciasis. *79 
use of sulfated oil for cleansing external 
auditory canal, 
Edema: See also under names of organs 
and regions 
persistent, of hands and forearms, 174 
types of dermatitis in American onchocer- 
ciasis, *79 
— course in histopathology of skin, 
‘ 


Electrocardiography: See under Heart 


Electrocoagulation : See Hair, removal ; 
Verruca 

Electrodesiccation: See Hair, removal; Ver- 
ruca 


Electrolysis: See Hair removal 

Electrosurgery: See Verruca 

Elliott, J. A.: Epithelioma; report on 1,742 
treated patients, *307 

Embolism : See Thrombosis 

Emmet, K.: Keratosis blennorrhagica; its 
response to penicillin, *278 

Endamebiasis: See Amebiasis 

Endamoeba Histolytica: See Amebiasis 

Endocrine Therapy: See under name of glands 
and hormones 

Engman, M. F., Jr.: Penicillin ointment in 

_ treatment of some infections of skin, *213 

Eosinophils: eosinophilic granuloma; case 
for diagnosis, 559 

Epidermis: See Skin 
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Epidermodysplasia Verruciformis: See Ver- 
ruca 
Epidermolysis bullosa, 72, 661 
bullosa acquisita complicated by annular 
vegetative iododerma, 56 
bullosa hereditaria, 61 
bullosa simplex of hands and feet; geneth 
study of hereditary type, *610 
bullosa with palmar and plantar keratosis 
and verrucous lesions at sites of previous 
lesions, 517 
Epidermomycosis ; Epidermophytosis: See My- 
cosis, cutaneous; Ringworm 
Epidermophyton: See Fungi; Mycosis, cuta 
neous 
Epilation: See Hair, removal 
Epilepsy See Sclerosis, tuberous 
Epithelioma, basal cell, 422 
basal cell; granuloma annulare with 
lesions limited to face and resembling 
basal cell epitheliomas, 523 
cutaneous cancer from standpoint of 
dermatologist, *563 
cutaneous cancer from surgeon's point of 
view, *573 
cutaneous, treatment of, *576 
early diagnosis of cancer of skin, *570 
gross pathology, *597 
morphea-like basal cell epithelioma with 
ulceration, 52 
multiple superficial epitheliomatosis, 520 
of skin, radiotherapy of, *588 
of skin, roentgen ray therapy, *576 
of skin, surgical treatment, *579 
report on 1,742 treated patients, *307 
superficial basal cell, 46 


Epstein, E.: Theophylline ethylenediamine 
as antipruritic agent; preliminary repo-t 

Epstein, N. N.: Fox-Fordyce disease, 306 


Epstein, S.: Familial benign chronic pem- 
phigus: report of case, *119 
Ergot and Ergot Preparations; arteriosclerotic 
ulcer with sclerodarma-like changes; 
ergotism; case for diagnosis, 397 
Eruptions: See under Arsenic and Arsenic 
Compounds; Arsphenamines; Skin, dis- 
eases; etc. 
Erysipelas; recurrent fixed  erysipelas-like 
dermatophytid, *10 
Erythema annulare centrifugum, 59 
annulare of face and neck and chronic 
dermatophytosis of feet, 429 
exudativum multiforme, *99, 557 
induratum; Bazin’s disease or 
thromboses, 164 
induratum; nodular vascular diseases, 383 
multiforme, 649, 676 
multiforme bullosum:; case for diagnosis, 549 
multiforme perstans; case for diagnosis, 
211 
streptogenes, *107 
Erythrocytes, Sedimentation: See under Blood 
Erythroderma Exfoliativum: See Dermatitis 
exfoliativa 
Maculopapular: See Parapsoriasis 
Erythrose pigmentaire peribuccale (Brocq) ; 
early rhinophyma; tinea versicolor, 67 
Esthiomene: See Lymphogranuloma Venere 
um 
Estradiol: See Estrogens 
Estrogens; keratodermatitis hypoestrogenica? 
515 
Estrone: See Estrogens 
Extremities: See also Foot; Legs; etc. 
Blood Supply: See also Raynaud's Disease ; 
etc. 
blood supply; trench foot; diagnostic value 
of “ischemic pain,’’ 648 
Ulcers: See Ulcers; Varicose Veins 
Eyelids; dermatitis of lids from penicillin, 
385 
lupus erythematosus of eyelids, chest and 
neck, 150 
Eyes: See also under names of special struc- 
tures and diseases of eye 


multiple 
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Eves—Continued 
dermal and ocular pemphigus, 303 
ocular and oral pemphigus, 165 
triple symptom complex of Behcet, 147 


Face; cervicofacial actinomycosis, 385 
chronic dermatophytosis of feet and ery- 
thema annulare of face and neck, 429 
granuloma annulare with lesions limited 
to face and resembling basal cell epi- 
theliomas, 523 
mycosis fungoides: 2 unusual types, 1 
presenting leonine facies; the other, 
parapsoriasis (7%) in patches for 30 
years, 649 
Factories: See Industrial Diseases 
Fasal, P.: Dermal and ocular pemphigus, 


Dermatitis herpetiformis, 305 

Fat: See Lipoids 

Favre-Nicolas’ Disease: See Lymphogranu 
loma Venereum 

Favosa: See Favus 

Favus, 544 

Feet: See Foot 

Felsher, I. M 
berlock dermatitis ; 
bance of skin, 199 

Felsher, Z.: Juvenile xanthoma (nevoxan- 
thoendothelioma of McDonagh), 198 

Fendt-Spiegler Sarcoid: See Sarcoidosis 

Fetus: See Pregnancy 

Fever: See Malaria; etc. 

Fibroma or neurofibroma, 140 

Fibrosarcoma; case for diagnosis, 417 


Poikiloderma of Civatte; 
pigmentary  distur- 


Fifth Venereal Disease: See Granuloma 
inguinale 
Figueroa Ortiz, L.: Types of dermatitis in 


American onchocerciasis, *79 
Filariasis, histopathologic study, 650 
review of recent findings, 648 
Fingers and Toes, Nails: See Nails 
Finnerud, C. W.: Pemphigus erythematosus 
limited to nose; case for diagnosis, 203 
Fistula, congenital, 151 
Fluids; simple technic for estimation of 
penicillin in blood and other body fluids, 
512 
Fluorescence : 
scalp, 384 
tinea capitis, cured with local applications, 
389 
tinea capitis, partly cured twice with local 
applications and now resistant to treat- 
ment, 389 
Foley, E. J.: Tyrothricin in cutaneous infec- 
tions, 291 
Folliculitis; atrophoderma vermiculatum (?), 
9 


nonfluorescent ringworm of 


penicillin in topical treatment of pyogenic 
infections of skin; clinical and laboratory 
observations, *234 
ulerythematosa reticulata, 432 
Food: See Vitamins 
Foot: See also Ankle; etc. 
chronic dermatophytosis of feet and 
erythema annulare of face and neck, 429 
dermatophytosis and other forms of inter- 
triginous dermatitis of feet; comparison 
of therapeutic methods, *213 
dermatophytosis of hands and feet, 411 
epidermolysis bullosa simplex of hands 
and feet; genetic study of hereditary 
type, *610 
Gangrene: See Gangrene 
trench foot; diagnostic value of ‘‘ischemic 
pain,” 648 
Fordyce-Fox Disease: See Fox-Fordyce Dis- 
ease 
Forearm. chronic lupus erythematosus with 
reticulation of, 78 
persistent edema of hands and forearms, 
174 
Formaldehyde: See Sweat Glands 
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Foster, P. D.: Periadenitis mucosa necrotica 
recurrens, 162 
Ulcerative late syphilis of throat (good 
results from treatment with penicillin), 59 
Fourth Venereal Disease: See Lymphogranu- 
loma Venereum 
Fox, H.: Recurring stomatitis, 418 
Sycosis vulgaris (of ten years’ duration), 
671 
Fox-Fordyce Disease, 306 
Frambesia: pustuloulcerative (frambesiform) 
syphilid, 393 
Franks, A. G.: DDT in treatment of scabies, 
larva migrans and pediculosis pubis, *381 
Tyrothricin in treatment of diseases of 
skin, *498 
Freeman, H. E Hodgkin’s disease, 431 
Monocytic leukemia cutis, 156 
Necrobiosis lipoidica diabeticorum, 156 
Syphilis with amyotrophic lateral sclerosis, 
Frei Reaction: See Lymphogranuloma Ven- 
ereum 
Freis, E. D.: Treatment of dermatophytosis 
and hyperhidrosis with formaldehyde 
and cupric sulfate iontophoresis, *34 
Frostbite: See Chilblains 
Fruchtbaum, L. M Circumscribed  sclero- 
derma, 300 
Malignant melanoma, 299 
Fujii, T.: Dermatitis herpetiformis; case for 
diagnosis, 58 
Fungi: See also Actinomycosis; Blasto- 
mycosis; Mycosis; Ringworm; ete. 
fungous disease or lupus erythematosus, 68 
isolation of dermatophytes; new procedure 
for use in presence of saprophytic fungi, 
especially in mixed cultures and from 
leather, *481 
Fungicides: See Ringworm 
Furunculosis or lymphoma, 182 
Fusospirochetosis, penicillin sodium for, 384 
therapeutic effectiveness of penicillin in 
treatment of Vincent’s stomatitis and 
its failure to influence favorably cer- 
tain other medical conditions, 511 


Gabby, W. H.: Treatment of congenital and 
of acquired syphilis in infants and in 
children by penicillin, *625 

Gaehtgens’ Reaction: See under Syphilis 

Gangrene: See also Raynaud’s Disease 

acute idiopathic circumscribed cutaneous; 
report of 2 cases, *477 
Gastric Ulcer: See Peptic Ulcer 
Gauvain, E. A.: Alfred Potter, 288 
Verruca plana juvenilis, 298 

General Paralysis: See Dementia 
tica 

Genitals: See also under name of genitals, as 
Penis; etc. 

triple symptom complex of Behcet, 147 

Gerlach, M. J.: Case for diagnosis, 64 

Tuberculosis cutis; lupus vulgaris;  in- 
active osseous tuberculosis, 66 

Gilchrist’s Disease: See Blastomycosis 

Gingivitis: See Fusospirochetosis 

Glass, F. A.: Dermatophytosis and other 
forms of intertriginous dermatitts of 
feet; comparison of therapeutic methods, 
*213 

Glasses, dermatitis from Army spectacles, 46 

Glaucoma with nevus flammeus, *503 

Glossitis: See Tongue 

Gloves, rubber, dermatitis venenata from, 205 

Gold and Gold Compounds, Therapy: See 
Vitiligo 

Goldberg, S.: Nevus flammeus with glaucoma, 
*503 

Goldfarb, R. H.: Lupus erythematosus, 182 

Goldman, L.: Cheilitis from local use of 
penicillin solutions in mouth; report 
of case, *133 

Types of dermatitis in American onchocer- 


ciasis, *79 


Paraly- 
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Goldstein, L.: Avitaminosis; neurogenic der- 
matitis, 553 
Goldstein’s Disease: See Telangiectasia 
Goldzieher, J. W.: Adrenal glands in pemphi- 
gus vulgaris; report of case, *42 
Gomez, J. E.: Tokelau in Guatemala, *243 
Gonorrhea: See also Venereal Diseases 
keratosis blennorrhagica; its response to 
penicillin, *278 
penicillin in gonorrhea and syphilis, 650 
Goodman, J.: Lichen planus: case for diag- 
nosis, 184 
Tinea capitis in adult, 185 
Gordon Test See Hodgkin's Disease 
Gots, J. S.: Penicillin in topical treatment of 
pyogenic infections of skin; clinical and 
laboratory observations, *234 
Gottschalk, H. R.: Epidermal sensitivity to 
penicillin, *365 
Penicillin ointment in treatment of some 
infections of skin, *226 
Grace, A. W Pemphigus vulgaris: success- 
ful results following transfusion with 
blood from persons who had _ recovered 
trom disease, *249 
Grafts: See under Skin 
Graham, J. C.: Erythema multiforme per- 
stans; case for diagnosis, 211 
Pigmentation of lip and buccal mucosa; 
ease for diagnosis, 667 
Graham, T. N.: Streptotrichosis: dermatitis 
factitia: case for diagnosis, 167 
Xeroderma pigmentosum case for diag- 
nosis, 172 
Granuloma annulare, 517 
annulare or sarcoidosis, 71 
annulare with lesions limited to face and 
resembling basal cell epitheliomas, 523 
case for diagnosis, 64 
eosinophilic; case for diagnosis, 559 
Fungoides: See Mycosis fungoides 
Inguinale: See also Lymphogranuloma Ven- 
ereum 
inguinale: intradermal reaction as aid in 
diagnosis, 45 
inguinale, osteomyelitis caused by: report 
of case with cultivation of Donovan 
body in yolk sac of developing chick 
embryo, 292 
Malignant: See Hodgkin's Disease 
Paracoccidioidal: See Blastomycosis 
pyogenicum, or multiple hemorrhagic sar- 
coma of Kaposi, 67 
Tropicum: See Frambesia 
Venereal : See Granuloma 
Lymphogranuloma Venereum 
(raves, J.: Eezema simulating leprosy; case 
for diagnosis, 303 
Greenbaum, S. 
dermatitis, 
Dermatofibroma protuberans, 553 
Greenberg, A.: Acrosclerosis (Sellei), 547 
Groin; Bowen's disease with metastases to 
right inguinal nodes, 78 
psoriasis; roentgen ray dermatitis of 
groins, scrotum and scalp: roentgen ray 
ulcer of perineal area, 7 
Gross, E. R.: Purpura annularis telangiec- 
todes, 552 
Gumma: See Syphilis, tertiary 
Gums, Diseases: See Fusospirochetosis 


inguinale ; 


Avitaminosis; neurogenic 


Habermann’s Disease: See Pityriasis lich- 
enoides et varioliformis acuta 
Hailey’s Disease: See Pemphigus 
Hair, abnormalities; congenital defect of 
hair, 433 
Diseases: See Alopecia 
hypertrichosis with mental changes; effect 
of adrenalectomy, 651 
Plucking: See Trichotillomania 
removal; tattoo or postinflammatory hyper- 
pigmentation, 148 
trichomalacie; hitherto unknown disease 
of scalp, 138 
trichotillomania, 518 
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Hall, A. F.: Arsenical keratoses disappearing 
with vitamin A therapy, 154 
Multiple sarcoids (Boeck), 60 
Pityriasis rubra pilaris, 539 
Pseudopelade, 59 
Rosacea; case for diagnosis, 1553 
Tuberculosis verrucosa cutis; case for diag- 
nosis, 428 
Hallopeau’s Disease: See Acrodermatitis 
Hanchett, L. J.: Treatment of congenital and 
of acquired syphilis in infants and in 
children by penicillin, *625 
Hand, dermatitis due to atopic allergy to 
pollen, *437 
dermatophytosis of hands and feet, 411 
epidermolysis bullosa simplex of hands and 
feet; genetic study of hereditary type 
*H10 
keratosis of palms (treated), 527 
persistent edema of hands and forearms, 
174 
Hand-Schiiller-Christian Disease: See Schiil- 
ler-Christian Syndrome 
Hansen's Disease: See Leprosy 
Hardy, M. K.: Sarcoidosis with involvement 
of nose, 393 
Vitamin A_ deficiency producing follicular 
hyperkeratosis, 392 
Harris, W. Cutaneous cancer from point of 
view of radiologist, *586 
Hartmann, F. L Intrahepatic obstructive 
jaundice due to neoarsphenamine; in- 
effectiveness of therapy; *620 
Hawaii, incidence of dermatoses 
practice in, *6 
Hay Fever: See Anaphylaxis and Allergy: 
Pollen 
Hazen, H. H.: Acne indurata in identical 
twins treated by penicillin, *232 
Heart: initial cardiac examination of 23,000 
inductees and volunteers, 509 
Hellman, L. D Pemphigus vulgaris ; 
successful results following transfusion 
with blood from persons had 
recovered from disease, *249 
Hemangioendothelioma or hemangiofibroma, 
149 
Hemangiofibroma or hemangioendothelioma, 
19 
tuberosum multiplex combined with hem- 
angioma cavernosum associated with 
probable involvement of right optie and 
acoustic nerves, 142 
Hemangioma cavernosum combined with 
hemangiofibroma tuberosum multiplex 
associated with probable involvement of 
right optic and acoustic nerves, 142 
cavernous with ulceration, 141 
of orbit with cataract, 206 
Hemangiopericytoma, 672 
Hematology: See Blood; Hemopoietic System 
Hemophilus Ducreyi: See Chancroid 
Hemopoietic System, Diseases: See Leukemia 


in office 


etc. 
reactions to agents used in treatment of 
dermatoses ; effects of low voltage 


roentgen ray therapy, *1 

Hemorrhage, Cutaneous: See Purpura 

Hepatitis: See Jaundice 

Herpes simplex, recurrent, or acne varioli- 
formis, 68 

Hidradenitis: See under Sweat Glands 

Hinnant, I. M.: Lupus erythematosus, 158 

Hinton Test: See Syphilis 

Histamine Phosphate: See Neurodermatitis 

Histoplasmosis in man, 293 

Hodgkin's Disease, 431 

Hoogstraten, J.: Poikiloderma atrophicans 
vasculare Jacobi; cutaneous changes 
typical of this disease in patient with late 
meningovascular neurosyphilis, 333 

Hormones: See Estrogens; etc. 

Howell, J. B.: Contact dermatitis: analysis 
or tabulation of all cases proved in single 
year, *265 
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Hubler, W. R.: Sarcoidosis: granuloma 
annulare; case for diagnosis, 71 
Hutchinson-Boeck Sarcoid: See Sarcoidosis 
Hydroa Estivale: See Dermatitis herpetiformis 
Hydrocystoma, 416 
Hyman, A. B.: Oxophenarsine hydrochloride 
in treatment of lupus erythematosus, *26 
Hyperergy: See Anaphylaxis and Allergy 
Hyperhidrosis: See Sweat Glands 
Hyperkeratosis: See Keratosis 
Hyperpigmentation: See Pigmentation 
Hypertrichosis: See under Hair 
Hypodermatitis: See Tuberculosis 
Hypotrichosis: See Alopecia 


ichthyosis Simplex: See Xeroderma 

Icterus: See Jaundice 

Idiosyncrasy: See Anaphylaxis and 
and under names of substances 

Immunity: See also Anaphylaxis and Allergy ; 


Allergy ; 


etc. 
immunization therapy for lichen planus, 


*355 
Impetigo herpetiformis or dermatitis herpeti- 
formis, 207 


penicillin in topical treatment of pyogenic 
infections of skin; clinical and laboratory 
observations, *234 

treated with sodium penicillin cream, 650 

treatment, 651 

Industrial Diseases, allergic dermatitis due to 

metallic cobalt, 385 

contact dermatitis ; analysis or tabulation of 
all cases proved in single year, *265 

contact dermatitis caused by zinc chromate 
paint, 403 

contact dermatitis due to frequent contact 
with thinner, 405 

dermatitis due to nail coating, 200 

persistent contact dermatitis, 407 

residual eruption following acute derma- 
titis from oil, 401 

tattoo-like staining following 
dermatitis, 407 

urticaria due to trinitrotoluene, *134 

Industry, late effects of scalping, 402 


occupational 


Infants: See also Children 
bone lesions of congenital syphilis in 


infants and adolescents, 386 
treatment of congenital and of acquired 
syphilis in infants and in children by 
penicillin, *625 
Infection: See Wounds 
Inguinal Glands: See Lymph Nodes 
Region: See Groin 
Injections: See also Blood transfusion 
theophylline ethylenediamine as antipruritic 
agent: preliminary report, *281 
Insensible Perspiration: See Metabolism 
Instruments: See Apparatus 
Iodides: See Iodine and Iodine Compounds 
Iodine and Iodine Compounds; epidermolysis 
bullosa acquisita complicated by annular 
vegetative iododerma, 56 
purpura due to iodides; report of case, *644 
Therapy: See Ringworm 


Iododerma: See under Iodine and _ Iodine 
Compounds 
Iontophoresis, treatment of dermatophytosis 


and hyperhidrosis with formaldehyde and 
cupric sulfate iontophoresis, *34 


Irgang, S.: Micropapular tuberculid in Negro, 
*372 
Itching: See Pruritus 


Jacobi-Petges’ Disease: See Poikiloderma 
atrophicans vasculare 

Jadassohn’s Disease: See Pigmentation, cuta- 
neous 

James, L. H.: Isolation of dermatophytes: 
new procedure for use in presence of 


saprophytic fungi, especially in mixed 


cultures and from leather, *481 
Jamieson, R. C.: 
Dermatophytosis 


Atopic eczema, 412 


of hands and feet, 411 
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Jaundice during antisyphilitic treatment (bis- 
muth therapy), 
intrahepatic obstructive, due to neoarsphen- 
amine; ineffectiveness of therapy, *%620 
Jensen, A. K.: Epidermolysis bullosa heredi- 
taria, 61 
Seborrheic 
435 
Johnson, H. M.: Dermatitis herpetiformis, 661 
Epidermolysis bullosa, 661 
Late cutaneous syphilis (gumma) 
negative serologic reactions, 55 
Lichen nitidus, 659 
Lichen striatus, 51 


dermatitis; case for diagnosis, 


with 


Lupus’ erythematosus superimposed on 
nevus, 48 

Morphea-like basal cell epithelioma with 
ulceration, 52 

“Neural” (early tuberculoid’) leprosy, 54 

Nevus unius lateris, 51 

Sporotrichosis, 55 

Johnson, S. A. M.: Epidermolysis bullosa 


simplex of hands and feet; genetic study 
of hereditary type, *610 
Johnson-Stevens Disease: See Erythema multi- 
forme 
Joints: See under names of joints 
Jones, J.: Erythema streptogenes, *107 
Jungle Warfare: See Military Medicine 
Juxta-Articular Nodules: See Nodes 


Kagen, M. S.: Dermatomyositis, 188 
Perifolliculttis capitis abscedens et 
diens, cleared with penicillin, 543 
Kahn, B. L.: Erythema exudativum multi- 
forme, 557 
Fixed eruption (arsenic; bismuth?), 666 


suffo- 


Kahn, R. L.: Optimal zone reaction in diag- 
nosis and treatment of syphilis, *633 
Kahn Test: See also under Syphilis 
comparative study of Gaehtgens’ pallida 
reaction with Wassermann and Kahn 
reactions, 46 
Kalz, F.: Poikiloderma atrophicans vascu- 


lare Jacobi; cutaneous changes typical of 
this disease in patient with late meningo- 
vascular neurosyphilis, *333 
Kanee, B.: Reactions of hemopoietic sys- 
tem to agents used in treatment of derma- 
toses; effects of low voltage roentgen ray 
therapy, *1 
Kaposi's Disease: 
sum 
Varicelliform Eruption: See Pyoderma 
Sarcoma: See Sarcoma 
Karp, F. L.: Electrosurgical removal of plan- 
tar warts (loop treatment), *%494 
Katz, S.: Dermatofibroma protuberans, 553 
Pemphigus; apparently favorable response 
to sulfadiazine therapy, 398 


See Xeroderma pigmento- 


Keddie, F. M.: Xeroderma pigmentosum, 302 
Keim, H. L.: Dermatitis due to soap, 411 
Kelly, R. J.: Alopecia cicatrisata, 399 
Keloid; xanthoma tuberosum; Jacquet post- 


erosive syphiloid, 669 
Keratosis, arsenical, disappearing with vitamin 
A therapy, 154 
blennorrhagica ; its 
*278 
epidermolysis bullosa with palmar and plan- 
tar keratosis and verrucous lesions at 
sites of previous lesions, 517 
follicularis in mother and daughter, 162 
keratodermatitis hypoestrogenica? 515 
of palms (treated), 527 
palmaris; case for diagnosis, 55 
palmaris et plantaris (due to arsenic), 177 
vitamin A deficiency producing follicular 
hyperkeratosis, 392 
Klauder, J. V.: Alopecia cicatrisata, 394 
Case for diagnosis, 558 
Eosinophilic granuloma; case for diagnosis, 
559 


response to penicillin, 


Morphea improved by bismuth therapy, 392 
Kline Test: See under Syphilis 
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Klingberg, W. G.: Treatment of congenital 
and of acquired syphilis in infants and 
in children by penicillin, *625 
Klumpp, M. M.: Cavernous hemangioma 
with ulceration, 141 
Dermatitis medicamentosa (probably due to 
phenolphthalein), 145 
Lupus erythematosus of eyelids, chest and 
neck, 150 
Kussmaul- Maier 
nodosa 


Disease: See Periarteritis 


Larva Migrans: See Creeping Eruption 
Lawrence, H.: Alopecia totalis associated 
with onychodystrophy, 57 
Atypical miliaria, 52 
Cireumscribed neurodermatitis; case for 
diagnosis, 662 
Nevus pigmentosus et verrucosus, 52 
Laymon, C. W.: Bowen's disease with metas- 
tases to right inguinal nodes, 78 
Generalized progressive scleroderma, 77 
Keratodermatitis hypoestrogenica’ 515 
Molluscum contagiosum treated with sulfa- 
diazine, *643 
Parapsoriasis ; case for diagnosis, 76 
Reticulum cell sarcoma, 75 
Leather, isolation of dermatophytes: new 
procedure for use in presence of sapro- 
phytic fungi, especially in mixed cultures 
and from leather, *481 
Lee, S. W Tyrothricin in cutaneous infec- 
tions, 291 
Legs: See also Extremities: Foot 
blood supply: nodular vascular diseases, 383 
Ulcer: See Ulcers; Varicose Veins 
Leifer, W.: Fixed sulfathiazole eruption of 
unusual distribution, *125 
Leise, J. M.: Isolation of dermatophytes; 
new procedure for use in presence of 
saprophytic fungi, especially in mixed 
cultures and from leather, *481 
Lemon Grass Gil; primary irritant and sensi- 
tizing agent, *94 
Lentigo, 536 
Lentz, J. W.: Chronic lymphatic leukemia; 
cutaneous lesions following irradiation, 
395 
Erythrose pigmentaire péribuccale (Brocq) ; 
early rhinophyma; tinea versicolor, 67 
Lenz, M.: Radiotherapy of epithelioma of 
skin, *588 
Leprosy, eczema simulating; case for diag- 
nosis, 303 
human, non-acid-fast forms of Mycobacter- 
ium of, 649 
juxta-articular node of leprous origin. *471 
“neural” (early tuberculoid?), 54 
or satcoid, 670 
tuberculoid, 50, 51 
Leukemia, chronic lymphatic; cutaneous 
lesions following irradiation, 395 
cutis; case for diagnosis, 426 
cutis monocytic, 156 
Leukocytes: See Eosinophils; Leukemia; etc. 
Leukoderma: See Vitiligo 
Leukopathia: See Vitiligo 
Leukosis: See Leukemia 
Lever, W. F.: Dermatitis repens; 
diagnosis, 175 
Giant cell reticulosis, 180 
Keratosis palmaris et plantaris (due to 
arsenic), 177 
Sarcoidosis of cheek and forehead; tuber- 
culosis luposa; case for diagnosis, 179 
Lewis, G. M.: Fibroma; neurofibroma; case 
for diagnosis, 140 
Hemangioendothelioma ; 
case for diagnosis, 149 
Hemangioma cavernosum combined with 
hemangiofibroma tuberosum multiplex 
associated with probable involvement of 
right optic and acoustic nerves, 142 
Keratosis of palms (treated), 527 
Poikilodermatomyositis, 416 
Psoriasis arthropathica, 208 


case for 


hemangiofibroma ; 
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Lewis, G. M.—Continued 
Pustular psoriasis successfully treated with 
antimony and potassium tartrate, 143 
Tattoo; postinflammatory hyperpigmenta- 
tion: case for diagnosis, 148 
Tinea capitis in 2 year old child, 144 
Xanthoma tuberosum; keloid; Jacquet post- 
erosive syphiloid, 669 
Lice: See Pediculosis 
Lichen Amyloidosis: See Amyloidosis 
nitidus, 418, 659 
planus, 190 
planus; case for diagnosis, 184, 542 
planus; dermatitis herpetiformis followed 
by lesions resembling lichen planus, 664 
planus hypertrophicus, 187 
planus, immunization therapy for, %355 
planus; pityriasis-rosea-like, lichen-planus- 
like eruption following antisyphilitic 
therapy; case for diagnosis, 658 
sclerosus et atrophicus, 56, 518 
sclerosus et atrophicus (Hallopeau), 654 
scrofulosus or vitamin A deficiency, 554 
scrofulosus (tuberculosis lichenoides), 660 
Simplex Chronicus: See Neurodermatitis 
striatus, 51 
Tropicus: See Miliaria 
Lichenification: See Neurodermatitis 
Lichens: See Fungi 
Lieberthal, E. P.: 
berlock dermatitis ; 
turbance of skin, 199 
Light: See also RKadiations - 
hydroa estivale, 304 
polymorphous dermatosis due to, 138 
toxicity; cutis rhomboidaiis nuchae, 388 
Limbs: See Extremities; Legs 
Lindsay, H. C. L.: Charcot joint of right 
ankle, 538 
Chloasma uterinum, 58 
Chronic allergic dermatitis, 159 
Lingua: See Tongue 
Lipids: See Lipoids 
Lipoids; lipid proteinosis, generalized, 178 
necrobiosis lipoidica, 514, 522 
necrobiosis lipoidica;: case for diagnosis, 
514 
necrobiosis lipoidica diabeticorum, 62, 156, 
515 
Lips; chronic lymphangitis of lower lips, 174 
diseases: cheilitis from local use of peni- 
cillin solution in mouth; report of case, 
*133 
fixed sulfathiazole eruption of unusual dis- 
tribution, *125 
pigmentation of lip and buccal mucosa; 
case for diagnosis, 667 
psoriasis, 183 
Little, R. P.: Use of sulfeted oil for cleansing 
external auditory canal, *19 
Locomotor Ataxia: See Tabes Dorsalis 
Loop Treatment: See Verruca 
Luetin Test: See under Syphilis 
Luotest: See under Syphilis 
Lupoid: See Sarcoidosis 
Lupus: See also Tuberculosis 
erythematosus, 63, 158, 182 


Poikiloderma of Civatte; 
pigmentary dis- 


erythematosus, chronic, with reticulation 
of forearms, 78 
erythematosus disseminatus (response to 


sulfadiazine?), 53 

erythematosus of eyelids, chest and neck, 
150 

erythematosus or fungous disease, 68 

erythematosus or papulonecrotic  tuber- 
culid, 74 

erythematosus or seborrheic dermatitis, 551 

erythematosus; oxophenarsine hydrochloride 
in treatment, *26 

erythematosus, subacute disseminated, 172, 
660 


erythematosus superimposed on nevus, 48 

erythematosus; telangiectasia of tip of nose; 
rosacea, 148 

Pernio: See Sarcoidosis 

vulgaris, extensive, 675 


a 
| | 
f 
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Lupus—Continued 
vulgaris treated with promizole (4,2’-di- 
aminophenyl-5-thiazolesulfone), 434 


tuberculosis cutis inactive 
tuberculosis, 66 
Unusual 

prolonged 


quinacrine 


vulgaris ; 
osseous 
Lutterloh, 
veloping 
therapy 
#349 
Lygranum: See Lymphogranuloma Venereum 
Lymph Nodes: also Leukemia: etc 
periadenitis mucosa necrotica recurrens, 162 
treatment of metastatic carcinoma’ in 
regional lymph nodes, *584 
Lymphadenosis: See Tumors 


pigmentation de- 
suppressive 
hydrochloride, 


after 
with 


see 


Lymphangitis, chronic, of lower lip, 174 
Tropical: See Filariasis 
Lymphoblastoma, 64, 194. See also Hodgkin's 
Disease 
Lymphocytes See Leukemia, lymphatic 
Lymphogranuloma, Hodgkin’s: See Hodgkin’s 


Disease 
Inguinale: See Granuloma inguinale;: 
phogranuloma Venereum 
Schaumann’s: See Sarcoidosis 
Lymphogranuloma Venereum, studies on, 


Lym- 


295 


Lymphoma: See also Disease; 
Leukemia, lymphatic: etc. 
or furunculosis, 182 
Lymphopathia Venerea: See Lymphogranu- 
loma Venereum 


Lynch, F Epidermolysis bullosa with pal- 
mar and plantar keratosis and verrucous 
lesions at sites of previous lesions, 517 


Granuloma annulare, 517 
Miliary papular tuberculid, 519 
Necrobiosis lipoidica diabeticorum, 515 
McCarthy, F. P.: Stomatitis, 186 
McGuire, J. A.: Localized sensitivity to 
erude penicillin; report of case, *31 


Machacek, ¢ Benign pemphigus, 210 
Sarcoidosis, 210 
MacKee, G. M.: Treatment 
with roentgen rays, *458 
Madden, J. F.: Case for diagnosis, 516 
Dermatomyositis, 519 
Glossitis rhombica mediana? 518 
Lichen sclerosus et atrophicus, 518 
Multiple superficial epitheliomatosis, 520 


of tinea capitis 


Necrobiosis lipoidica, 514 

Necrobiosis lipoidica; case for diagnosis, 
514 

Nonsuppurative panniculitis, 517 


Pityriasis rosea (tinea versicolor’) with 
leukoderma, 520 
Pseudopelade, 515 


Purpuric lichenoid dermatitis or Scham- 
berg’s disease, 518 
von Recklinghausen’s 


diagnosis, 521 
Sarcoidosis, 518 


disease; case for 


Tinea capitis, 516 
Maier-Kussmaul Disease: See  Periarteritis 
nodosa 
Majocchi’s Disease: See Purpura annularis 
telangiectodes 
Malaria, blood and spinal fluid tests for 
syphilis in malarial patients, 294 
effect on serologic tests for syphilis, 510 
influence on Kline and complement fixa- 


tion (Wassermann) tests for syphilis, 386 
unusual pigmentation developing after pro- 
longed suppressive therapy with quina- 
ecrine hydrochloride, *349 
Malnutrition: See Vitamins; etc. 
Markowitz, M.: Pustuloulcerative (frambesi- 
form) syphilid, 393 


Medicine, Military: See Military Medicine 
Naval: See Naval Medicine 
Tropical: See Tropical Medicine 

Melanin: See Melanoma; Pigmentation 

Melanoblastoma, metastatic, 72 

Melanocarcinoma or multiple pigmented 

nevi. 413 


hairy 


VOLUME 533 


Melanoma; blue nevus of Jadassohn and 
Tiéche; report of case, *285 
malignant, 299 
Mendelsohn, H. V. Atopic eczema (allergic 


eczema), 656 
Lemon grass oil; primary irritant and 
sensitizing agent, *94 
Meninges, acute syphilitic meningitis dis - 
cussion of problems encountered in 
diagnosis, 510 
acute syphilitic meningitis treated with 
penicillin, 646 
poikiloderma atrophicans vasculare Jacobi 


cutaneous changes typical of this disease 


in patient with late meningovascular 
neurosyphilis, *333 
Meningitis, Syphilitic: See under Meninges 
Mental Diseases: See also Neuroses§ and 
Psychoneuroses 
hypertrichosis with mental changes: effect 
of adrenalectomy, 651 
Metabolism, differential roles of layers of 
human epigastric skin on diffusion rate 
of water, 292 
diffusion of water through dead plantar 
palmar and torsal human skin = and 
through toe nails, *39 
rate of insensible perspiration (diffusion 
of water) locally through living and 
through dead human skin, 292 
Metals: See Nickel; Silver: etc. 
Metasyphilis: See Syphilis, congenital 
Michelson, H. E Mycosis fungoides, 76 
Trichotillomania, 518 
Microfilaria: See Filariasis 
Fluorescence: See Fluorescence 


Milia; pernio with milia, 653 
Miliaria, atypical, 52 
Military Medicine: See also Naval Medicine 
Recruits; ete 
dermatitis from Army spectacles, 46 
initial cardiac examination of 23,000 in- 


ductees and volunteers, 509 
treatment of skin diseases in tropics, 647 
unusual pigmentation developing after pro- 
longed suppressive therapy with quina- 
erine hydrochloride, *349 
Miller. J. L.: Contact dermatitis: 
diagnosis, 74 
Lupus erythematosus; 


case for 


papulonecrotic tuber- 


culid; case for diagnosis, 74 
Purpura simplex, 73 

Mitchell, Congenital cutaneous 
atrophy on hands and_ shins: recent 
dysphagia, 198 

Molds: See Fungi 

Moles: See Nevi 

Molluscum contagiosum treated with sulfa- 
diazine, *643 

Monocytes: See under Leukemia 

Moore, M.: Penicillin ointment in treatment 


226 


formation in 


of some infections of skin, 
Sporotrichosis with radiate 
tissue; report of case. *253 
Morgan, H.: Morphea-like scleroderma, 65 
Raynaud’s' disease; syphilis of central 
nervous system, 65 


Morphea: See Scleroderma 
Morrow-Brooke’s Disease: See  Keratosis 
follicularis 
Morvan Syndrome: See Nervous System, dis- 
eases 
Mouth: See also Stomatitis; ete. 
ocular and oral pemphigus, 165 
pigmentation of lip and buccal mucosa 


ease for diagnosis, 667 
pityriasis rosea associated with oral lesions 
in child, 73 


tuberculosis orificialis, 525 
Mucous Membrane: See also Lips; Mouth 
etc. 
Muller, a: Acrodermatitis atrophicans 
echronica, 185 


Mutscheller, A.: Treatment of tinea capitis 
with roentgen rays, *454 


Mycobacterium: See Leprosy 
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Mycology: See Fungi; Mycosis 
Mycosis: See also Actinomycosis; Blastomy- 
cosis; Nails; Ringworm; Tinea; etc. 
utaneous; chronic dermatophytosis of feet 
and erythema annulare of face and neck, 
429 
utaneous : dermatophytosis and other forms 
of intertriginous dermatitis of feet; com- 
parison of therapeutic methods, *213 
cutaneous; recurrent, fixed erysipelas-like 
dermatophytid, *10 
cutaneous ; treatment of dermatophytosis and 
hyperhidrosis with formaldehyde and 
cupric sulfate iontophoresis, *34 
fungoides, 76 
fungoides; case for diagnosis, 546 
fungoides, premycotic, or exfoliative derma- 
titis, 66 
fungoides (tumor stage), 212 
fungoides; 2 unusual types, 1 presenting 
leonine facies; the other, parapsoriasis 
(%) in patches for 30 years, 649 
Myositis; poikilodermatomyositis, 416 


Nail Coating, dermatitis due to, 200 
Nails: alopecia totalis associated with 
onychodystrophy, 57 
cutaneous manifestations of fungi causing 
dermatophytosis and onychomycosis, 
diffusion of water through dead plantar, 
palmar and torsal human skin and 
through toe nails, *39 
trophie disturbances of finger nails of both 
hands caused by functional disturbances 
of ovaries, 139 
Nares: See Nose 
Naval Medicine: See also Military Medicine ; 
Recruits ; ete. 
penicillin; progress report based on 1,455 
cases treated at National Naval Medical 
Center, Bethesda, Maryland, 513 
Neck: cervicofacial actinomycosis, 385 
chronic dermatophytosis of feet and ery- 
thema annulare of face and neck, 429 
lupus erythematosus of eyelids, chest and 
neck, 150 
Necrobiosis Lipoidica: See Skin, diseases 
Negroes; erythema streptogenes, *107 
micropapular tuberculid in, *372 
Neilson, A. W.: Treatment of congenital and 
of acquired syphilis in infants and in 
children by penicillin, *625 
Nelson, H. G.: Treatment of severe pustular 
dermatoses and staphylococcie septicemia 
by oral administration of penicillin, *128 
Neoarsphenamine: See Arsphenamines;: and 
under names of various diseases, as 
Syphilis: ete. 
Neoplasms: See Cancer; Sarcoma; Tumors; 
ete. 
Nerves: See also Nervous System: Paralysis 
acoustic; hemangioma cavernosum com- 
bined with hemangiofibroma tuberosum 
multiplex associated with probable in- 
volvement of right optic and acoustic 
nerves, 142 
“neural” (early tuberculoid’?) leprosy, 54 
optic; hemangioma cavernosum combined 
with hemangiofibroma tuberosum multi- 
plex associated with probable involve- 
ment of right optic and acoustic nerves, 
142 
tuberculoid leprosy, 50, 51 
Nervous System: See also Nerves; Reflex; 
Spinal Cord; ete. 
diseases; 2 cases of Morvan’s syndrome of 
uncertain cause (differentiation from 
syringomyelia), 293 
Syphilis: See Neurosyphilis 
Tumors: See under names of tumors, as 
Neurofibroma ; etc. 
Netherton, E. W.: Sarcoidosis; granuloma 
annulare; case for diagnosis, 71 
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Neurodermatitis; atopic eczema, 412 
atopic eczema (allergic eczema), 656 
bilateral matured cataracts complicating 
atopic dermatitis, 663 
circumscribed; case for diagnosis, 662 
lichen chronicus simplex with nodular 
growths; case for diagnosis, 673 
improved by injections of histamine phos- 
phate, 399 
types of dermatitis in American oncho- 
cerciasis, *79 
Neurofibroma or fibroma, 140 
Neurofibromatosis, multiple, with sarcoma 
(now excised), 396 
von RKecklinghausen’s disease; case _ for 
diagnosis, 521 
von RKecklinghausen’s disease in mother, 
forme fruste type in son and daughter, 
204 
Neuroses and Psychoneuroses: also 
Mental Diseases; Nervous System; etc. 
ulcers of leg (trophic; factitial; arterio- 
sclerotic traumatic’), 397 
Neurosyphilis: See also Dementia Paralytica ; 
Meninges, syphilis; Tabes Dorsalis 
poikiloderma atrophicans vasculare Jacobi ; 
cutaneous changes typical of this dis- 
ease in patient with late meningovascular 
neurosyphilis, *333 
Raynaud's disease: syphilis of central 
nervous system, 65 
Nevi comedonicus nevus of extensive dis- 
tribution, 433 
flammeus with glaucoma, *503 
lupus erythematosus superimposed on, 48 
multiple pigmented hairy (melano- 
carcinoma’), 413 
pigmented, 152 
pigmentosus et verrucosus, 5 
unius lateris, 51, 77 
Vascular: See Telangiectasia 
Nevoxanthoendothelioma of 
juvenile xanthoma, 198 
Nickel, dermatitis from Army spectacles, 46 
Nicolas-Favre Disease: See Lymphogranu- 
loma Venereum 
Nicotinic Acid; erythema exudativum multi- 
forme, *99 
polymorphous dermatosis due to light, 138 
Niedelman, M. Bilateral matured catar- 
acts complicating atopic dermatitis, 663 
Blue nevus of Jadassohn and Tiéche; report 
of case, *285 
Pustuloulcerative (frambesiforme) syphilid, 
393 
Nitrotoluene; urticaria due to trinitrotoluene, 
*13 
Nodes: See also Legs, blood supply; Pan- 
niculitis; ete. 
juxta-articular, or leprous origin, *471 
lichen chronicus simplex with nodular 
growths; case for diagnosis, 673 
Nose, condyloma latum in nostrils; secondary 
syphilis, 655 
hemangiopericytoma, 672 
pemphigus erythematosus limited to; case 
for diagnosis, 203 
sarcoidosis with involvement of, 393 
telangiectasia of tip (rosacea; lupus 
erythematosus’), 148 
Nutrition: See Vitamins; etc. 


Mc Donagh ; 


Obermayer, M. E.: Chronic dermatophytosis 
of feet and erythema annulare of face and 
neck, 429 

Follicular type of seborrheic dermatitis; 
case for diagnosis, 538 

Lentigo, 536 

Lupus erythematosus, 63 

Lymphoblastoma, 64 

Tuberculosis miliaris faciei (rosacea-like 
tubereulid of Lewandowsky), 63 

Ulerythema acneiforme; case for diagnosis, 
60 
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OBITUARIES: 
Astrachan, Girsch D., 562 
Bailey, Harry, 47, 290 
Jamieson, R. C., 562 
Munson, Henry G., 562 
Potter, Alfred, 47, 288 


Occupational Diseases: See Industrial Dis- 
eases 
Oil, dermatophytosis of hands and feet, 411 
Lemon Grass: See Lemon Grass Oil 
persistent contact dermatitis, 407 
residual eruption following acute derma- 
titis from, 401 
Sulfated: See Detergents 
tattoo-like staining following occupational 
dermatitis, 407 
Ointments; epidermal sensitivity to penicillin, 
365 
evaluation of sulfonamide ointment bases, 
648 
penicillin, in treatment of some infections 
of skin, *226 
tyrothricin in cutaneous Infections, 291 
Oliver, E. A.: Acrosclerosis (Sellei), 547 
Atrophoderma vermiculatum, 192 
Omens. D. V.: Acanthosis nigricans (juvenile 
type), 194 
Alopecia areata in twins, 193 
Dermatomyositis, 188, 189 
Lichen planus, 190 
Mycosis fungoides; case for diagnosis, 546 
Scrofulous gummas, 548 
Urticaria pigmentosa, 190 
Omens, H. D.: Acanthosis nigricans (juvenile 
type), 194 
Alopecia areata in twins, 193 
Dermatomyositis, 188, 189 
Lichen planus, 190 
Mycosis fungoides; case for diagnosis, 546 
Scrofulous gummas, 548 
Urticaria pigmentosa, 190 
Onychodystropliy: See Nails 
Onychomycosis: See Nails 
Oppenheim, M.: Disseminated miliary sarcoid 
(Boeck), 548 
Xeroderma pigmentosum; case for diag- 
nosis, 202 
Optic Disk: See Nerves, optic 
Optimal Zone Reaction: See Syphilis 
Orbit, hemangioma with cataract, 206 
Osler’s Disease: See Telangiectasia 
Osteitis, Syphilitic: See under Bones 
Tuberculous: See under Bones 
Osteoma, multiple, 208 
Osteomyelitis caused by granuloma inguinale ; 
report of case with cultivation of Dono- 
van body in yolk sac of developing chick 
embryo, 292 
Otitis Externa: See Ear 
Ovary, trophic disturbances of finger nails 
of both hands caused by functional dis- 
turbances of, 139 
Oxophenarsine Hydrochloride: See Lupus 
erythematosus 


Pace, E. R.: Pigmentation following mor- 
phea (and arsenic?), 540 
Pack, G. T.: Treatment of cutaneous epitheli- 
oma, *576 
Paint: See Zinc 
Palate, fixed sulfathiazole eruption of un- 
usual distribution, *125 
Palsy: See Paralysis 
Panniculitis, fatal, 293 
nonsuppurative, 517 
Paracoccidioides: See Blastomycosis 
Paralysis; metastatic melanoblastoma, 
General: See Dementia Paralytica 
Parapsoriasis, 427 
case for diagnosis, 76 
en plaques (Brocq) or psoriasis, 50 
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Para psoriasis—Continued 
mycosis fungoides; 2 unusual types, 1 pre- 
senting leonine facies; the other, para- 
psoriasis (?) in patches for 30 years, 649 
pityriasis lichenoides et varioliformis acuta 
(Habermann), 191 
varioliformis, 665 
Paresis: See Dementia Paralytica 
Pascher, F.: Reactions of hemopoietic sys- 
tem to agents used in treatment of 
dermatoses; effects of low voltage roent 
gen ray therapy, *1 
Pasteurella Tularensis: See Tularemia 
Patch Test: See Anaphylaxis and Allergy 
Pediculosis capitis, substances used for, 651 
DDT in treatment of scabies, larva migrans 
and pediculosis pubis, *381 
Pelada: See Alopecia areata 
Pemphigus: See also Epidermolysis bullosa 
apparently favorable response to sulfa- 
diazine therapy, 398 
benign, 210 
dermal and ocular, 303 
erythematosus limited to nose: case for 
diagnosis, 203 
familial benign chronic; report of case, 
19 


ocular and oral, 165 
treatment of, 138 
vegetans, 652 
vulgaris, 48 
vulgaris, adrenal glands in; report of case, 
#42 
vulgaris; successful results following trans 
fusion with blood from persons who had 
recovered from disease, *249 
Penicillin, bullous’ dermatitis (dermatitis 
medicamentosa) from, 294 
cheilitis from local use of penicillin solu- 
tions in mouth: report of case, : 
crude localized sensitivity to; report of 
case, *31 
dermatitis of lids from, 385 
epidermal sensitivity to, *365 
progress report based on 1,455 cases treated 
at National Naval Medical Center, 
Bethesda, Maryland, 513 
simple technic for estimation in blood and 
other body fluids, 512 
study of types of hypersensitivity induced 
by, 292 
Therapy: See Acne; Cardiovascular Dis- 
eases: Dementia Paralytica; Fusospiro- 
chetosis ; Gonorrhea ; Impetigo; Meninges ; 
Perifolliculitis; Pyoderma; Skin,  dis- 
eases; Syphilis: Tabes Dorsalis; etc. 
Penis; fixed sulfathiazole eruption of un- 
usual distribution, *125 
Peptic Ulcer; acanthosis nigricans; benign 
type with acne and active duodenal 
uleer, 69 
Periadenitis: See under Lymph Nodes 
Pertarteritis nodosa; case for diagnosis, 72 
Perifolliculitis capitis abscedens et suffodiens, 
cleared with penicillin, 543 
Perineum; psoriasis; roentgen ray dermatitis 
of groins, scrotum and scalp; roentgen 
ray ulcer of perineal area, 527 
Periphlebitis ; perivasculitis, 163 
Perivasculitis: See Periphlebitis 
Perniosis: See Chilblains 
Perspiration, Insensible: See Metabolism 
Sweat Glands 
Petges-Clijat Disease: See Poikiloderma 
Pfuetze, E. L.: Treatment of severe pustular 
dermatoses and_ staphylococcic  septi- 
cemia by oral administration of peni- 
cillin, *128 
Phagogytes and Phagocytosis: See Im 
munity; Reticuloendothelial System 
Phakomatoses: See Sclerosis, tuberous 
Phenolphthalein and Phenolphthalein Deriva- 
tives; dermatitis medicamentosa caused 
by, 145 
Phenyl Arsenoxides: See Syphilis 
Philips contact roentgen ray therapy, *573 
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Photodermatosis: See under Light 

Phthirus Pubis: See Pediculosis 

Physicians: See Obituaries; ete. 

Physics, radiologic, example of need for 
dermatologic publicity of developments 
in, °115 

Pigmentation: See also Melanin; Nevi; 
Schamberg’s Disease; Xeroderma pig- 
mentosum ; etc. 

chloasma uterinum, 58 

cutaneous: blue nevus of Jadassohn and 
Tiéche: report of case, *285 

depigmentation ; erythema 


streptogenes, 


following morphea (and arsenic?), 540 
of lip and buccal mucosa; case for diag- 
nosis, 667 
poikiloderma atrophicans vasculare Jacobi; 
cutaneous changes typical of this disease 
in patient with late meningovascular 
neurosyphilis, *333 
poikiloderma of Civatte; berlock derma- 
titis; pigmentary disturbance of skin, 
199 
syphilitic verruciform melanoleukoderma;: 
case for diagnosis, 533 
tattoo or postinflammatory hyperpigmenta- 
tion, 148 
unusual, developing after prolonged suppres- 
sive therapy with quinacrine hydro- 
chloride, *349 
Pinkus, H.: Familial benign chronic pem- 
phigus; report of case, *119 
Pinta. White: See Vitiligo 
Pityriasis, Lichenoides: See Parapsoriasis 
rosea associated with oral lesions in chi!d, 


rosea: pityriasis-rosea-like, lichen-planus- 
like eruption following antisyphilitic 
therapy: case for diagnosis, 658 

rosea resembling secondary syphilis, 529 

rosea (tinea versicolor?) with leukoderma, 
520 

rubra pilaris, 49, 523, 524, 539 

rubra pilaris or avitaminosis, 68 

Versicolor: See Tinea versicolor 

Plants, contact poison plants in Old World 
tropics, 647 

Podophyllin: See Condyloma 

Poikiloderma atrophicans vasculare Jacobi; 
cutaneous changes typical of this disease 
in patient with late meningovascular 
neurosyphilis, *333 

case for diagnosis, 57 

of Civatte; berlock dermatitis; pigmentary 
disturbance of skin, 199 

vasculare atrophicans, 176 

Poikilodermatomyositis, 416 

Poisons and Poisoning: See Plants; and 
under names of substances 

Pollen: See also Ragweed 

dermatitis of hands due to atopic allergy 
to pollen, *437 

timothy, seasonal dermatitis due to albumin 
fraction of, 385 

Polyarteritis Nodosa: See Periarteritis nodosa 

Poradenitis: See Lymphogranuloma Venereum 

Porokeratosis: See Keratosis 

Port Wine Mark: See Nevi flammeus 

Portugal, H.: Juxta-articular node of leprous 
origin, *471 

Postgraduate Education: See Education 

Potassium Tartrate: See Psoriasis 

Powders and capsules, 45 

Pratt, A. G.: Dermatitis herpetiformis fol- 
— by lesions resembling lichen planus, 

Pregnancy; control of syphilis in pregnant 
women under care of general practitioner, 

Prescriptions; powders and capsules, 45 

Preston, J. F., Jr.: Urticaria due to trinitro- 
toluene, *134 

Prickly Heat: See Millaria 

Pringle-Bourneville’s Disease: See Sclerosis, 

tuberous 
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Promizole: See Lupus vulgaris 
Proteinosis, Lipid: See Lipoids: 


Pruritis; theophylline ethylenediamine = as 
antipururitic agent; preliminary report 
*281 


Pseudopelade: See Alopecia cicatrisata 
Psoriasis, 183 
arthropathica, 208 
beginning in infancy, 209 
case for diagnosis, 544 
or parapsoriasis en plaques (Brocq), 50 
pustular, successfully treated with antimony 
and potassium tartrate, 145 
roentgen ray dermatitis of groins, scrotum 
and scalp; roentgen ray ulcer of perineal 
area, 527 
Psychoneuroses: See Neuroses and Psycho- 
neuroses 
Psychoses: See Neuroses and Psychoneuroses 
Puberty: See Adolescence 
Public Health, vacancies in United States 
Public Health Service, 277 
Pugh, R. E., Jr.: Example of need for dermat- 
ologic publicity of developments in radio- 
logic physics, *115 
Purpura annularis telangiectodes, 552 
due to iodides; report of case, *664 
purpuriec lichenoid dermatitis or Scham- 
berg’s disease, 518 
simplex, 73 
Pyoderma in infected wounds, 139 
penicillin in topical treatment of pyogenic 
infections of skin: clinieal and laboratory 
observations, *234 
treatment of severe pustular dermatoses 
and staphylococcic septicemia by oral 
administration of penicillin, *128 


Quinacrine hydrochloride, unusual pig- 
mentation developing after prolonged 
suppressive therapy with, *349 


Races: See Negroes; ete. 
Radiations: See also Roentgen Rays; etc. 
example of need for dermatologic publicity 
of developments in radiologic physics, 
*115 
treatment of post-irradiational ulcers by 
radon ointment, 386 
Radiodermatitis: See under Roentgen Rays 
Radiologist, cutaneous cancer from point of 
view of, *586 
Radon: See Radiations 
Ragweed: dermatitis medicamentosa; case for 
diagnosis, 424 
Rattner, H.: Bullous eruption; case for diag- 
nosis, 197 
Pityriasis lichenoides et 
acuta (Habermann), 191 
Raynaud’s Disease; syphilis of central ner- 
vous system, 65 
with acrosclerosis, 70 
with dermatomyositis, 169 
with generalized progressive scleroderma, 57 
von Recklinghausen’s Disease: See Neuro- 
fibromatosis 
Recruits: See also Military Medicine 
initial cardiac examination of 23,000 in- 
ductees and volunteers, 909 
Reif, F. B.: Treatment of varicose ulcers 
with silver-coated adhesive tape, *507 
Reiss, S.: Reactlons of hemopoietic system 
to agents used in treatment of derma- 
toses; effects of low voltage roentgen ray 
therapy, *1 
Rendu-Osler-Weber Syndrome: See Telangiec- 
tasia 
Reticuloendothelial System: See also Jaun- 
dice ; etc. 
giant cell reticulosis, 180 
Reticuloendothelioma; Hand-Schiiller-Chris- 
tian disease with cutaneous manifesta- 
tions, 139 
Keticuloendotheliosis: See Leukemia, mono- 
cytic; Reticuloendothelial System 
Reticulosis: See Reticuloendothelial System 
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Rhinophyma, early erythrose pigmentaire 
peribuccale (Brocq); tinea versicolor, 67 
Ringworm: See also Favus; Mycosis, cuta- 

neous; Tinea; etc. 

cutaneous manifestations of fungi causing 
dermatophytosis and onychomycosis, 383 

dermatophytosis and other forms of inter- 
triginous dermatitis of feet; comparison 
of therapeutic methods, *213 

dermatophytosis of hands and feet, 411 

nonfluorescent, of scalp, 384 

tinea capitis, 516 

tinea capitis cured with local applications, 
389 

tinea capitis in adult, 185 

tinea capitis in 2 year old child, 144 

tinea capitis, partly cured twice with local 
applications and now resistant to treat- 
ment, 389 

tinea capitis; treatment with roentgen rays, 

tinea capitis; treatment with special iodine 
and dilute acetic acid; preliminary re- 
port of results, *454 

tinea imbricata; tokelau in Guatemala, *243 

Riordan, T. J.: Boeck’s sarcoid; case for 

diagnosis, 654 

Lichen sclerosus et atrophicus (Hallopeau), 
654 

Pemphigus vegetans, 652 

Pernio with milia, 653 

Ritter’s Disease: See Dermatitis, exfoliativa 

Kocha, G. L.: Juxta-articular node of leprous 
origin, *471 

Rodin, H. H.: Pityriasis lichenoides et vari- 
oliformis acuta (Habermann), 191 

Rodriquez, J.: Treatment of congenital and 
of acquired syphilis in infants and in 
children by penicillin, *625 

Roentgen Rays: See also Radiations 

chronic lymphatic leukemia; cutaneous 
lesions following irradiation, 395 

example of need for dermatologic publicity 
of developments in radiologic physics, 
*115 

psoriasis ; roentgen ray dermatitis of groins, 
scrotum and scalp; roentgen ray ulcer of 
perineal area, 527 

reactions of hemopoietic system to agents 
used in treatment of dermatoses; effects 
of low voltage roentgen ray therapy, *1 

Therapy: See under names of organs, 
regions and diseases, as Epithelioma; 
Hemangioma; Sarcoidosis; Ringworm; 
etc. 

Roentgenotherapy, example of need for der- 
matologic publicity of developments in 
radiologic physics, *115 

Rogers, J. D.: Congenital fistula, 151 

Roman Cleanser; dermatitis due to soap, 411 

Rosacea: See Acne rosacea 

Rosen, E.: Erythema exudativum multiforme, 
#99 


Rosen, I.: Generalized sarcoidosis, 521 
Pityriasis rosea resembling secondary 
syphilis, 529 
Rosenthal, L. H.: Tropical ulcer, 53 
Rothman, S.: Juvenile xanthoma (nevo- 
xanthoendothelioma of McDonagh), 198 
Linear scleroderma, 199 
Syphilis; case for diagnosis, 195 
Rowe, A. H.: Dermatitis of hands due to 
atopic allergy to pollen, *437 
Rubber; dermatitis venenata from gloves, 205 


Sabetta, A.: Multiple hemorrhagic sarcoma 
of Kaposi; granuloma pyogenicum ; 
ease for diagnosis, 67 

Sachs, W.: Histopathology of cutaneous 
cancer, *599 

Sagher, F.: Experimental study on absorption 
of amyloid in localized amyloidosis by 
skin grafting, *342 

Sarcoidosis, 210, 518 

Boeck’s sarcoid; case for diagnosis, 654 
case for diagnosis, 301 
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Sarcoidosis—Continued 
disseminated miliary sarcoid (Boeck), 548 
generalized, 521 
multiple sarcoids (Boeck), 60 
of cheeks and forehead or tuberculosis 
luposa, 179 
or granuloma annulare, 71 
roentgen therapy of Boeck’s sarcoid, 509 
sarcoid ; case for diagnosis, 152 
sarcoid or leprosy, 670 
Splegler-Fendt sarcoid, 166 
with involvement of nose, 393 
Sarcoma: See also Cancer; Tumors; and 
under names of tumors, as Angiosarcoma ; 
Fibrosarcoma; etc. 
idiopathic multiple hemorrhagic (Kaposi), 
170 
multiple hemorrhagic, of Kaposi or granu- 
loma pyogenicum, 67 
multiple neurofibromatosis with sarcoma 
(now excised), 396 
reticulum cell, 75 
Saunders, T. S.: Purpura due to iodides; 
report of case, *644 
Scabies, bird, 161 
DDT in treatment of scabies, larva migrans 
and pediculosis pubis, *381 
incidence in community using ordinary 
soap and tetmosol soap, 650 
observations at St. Pancras’ Bathing 
Center, 46 
prophylaxis with ‘‘tetmosol’ soap, 650 
Scalp, Diseases: See under names of diseases, 
as Ringworm; Seborrhea;: etc. 
late effects of scalping, 402 
pseriasis; roentgen ray dermatitis of groins, 
scrotum and scalp; roentgen ray ulcer 
of perineal area, 527 
tinea capitis in adult, 185 
tinea capitis in 2 year old child, 144 
treatment of tinea capitis with roentgen 
rays, *458 
trichomalacie (hitherto unknown disease), 
138 
Scalping: See under Scalp 
Schamberg’s Disease or purpuriec lichenoid 
dermatitis, 518 
Schaumann’s Disease: See Sarcoidosis 
Schildkraut, J. M.: Scleroderma, atropho- 
derma or  acrodermatitis atrophicans 
chronica, 666 
Schiller, A. E.: Tattoo-like staining following 
occupational dermatitis, 407 
Schmidt, O. E. L.: Hydroa estivale, 304 
Schools, observations on scabies at St. Pan- 
cras Bathing Center, 46 
Schorr, H. C.: Lymphoblastoma, 194 
Psoriasis; case for diagnosis, 544 
Schiller-Christian Syndrome with cutaneous 
manifestations, 139 
Scleredema: See Scleroderma 
Sclerema: See Scleroderma 
Sclerodactylia: See Scleroderma 
Scleroderma; acrosclerosis with Raynaud's 
disease, 70 
arteriosclerotic ulcer with scleroderma- 
like changes; ergotism; case for diag- 
nosis, 397 
atrophoderma or acrodermatitis atrophi- 
cans chronica, 666 
circumscribed, 300 
generalized progressive, 77, 393, 531 
generalized progressive, with Raynaud’s 
syndrome, 57 
linear, 199 
localized; case for diagnosis, 537 
localized ; results of bismuth therapy, 432 
morphea, 78 
morphea improved by bismuth therapy, 392 
morphea-like, 65 
morphea-like basal cell epithelioma with 
ulceration, 52 
pigmentation following morphea (and 
arsenic?), 540 
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Sclerosis: See also Arteriosclerosis 
amyotrophic lateral, with syphilis, 535 
tuberous, 178 

Scrofula: See Tuberculosis 

Scrofuloderma: See Tuberculosis 

Scrotum, psoriasis; roentgen ray 

of groins, scrotum and scalp 
ray ulcer of perineal area, 527 
Seasons; fungous disease or lupus erythema- 
tosus, 68 
spring and summer dermatoses, 513 
Seborrhea, follicular type of seborrheic 
dermatitis; case for diagnosis, 538 
lupus erythematosus or seborrheic derma- 
titis, 551 
seborrheic dermatitis; case for diagnosis, 
435 
Senear, F. E 
nosis, 542 
Septicemia: See under names of organisms 
and diseases, as Blastomycosis; Staphy- 
lococci 

Septum, Nasal: See under Nose 

serum: See Blood 

Shaffer, B Arteriosclerotic ulcer of leg, 397 
Arteriosclerotic ulcers with scleroderma-like 

changes; ergotism; case for diagnosis, 397 
Pemphigus; apparently favorable response 
to sulfadiazine therapy, 398 
Ulcers of leg (trophic; factitial; arterio- 
sclerotic; traumatic?), 397 
Shallenberger, P. L.: Unusual pigmentation 
developing after prolonged suppressive 
therapy with quinacrine hydrochloride, 
*349 
Shapiro, A. L.: Linear scleroderma, 199 
Syphilis; case for diagnosis, 195 
Shock, Anaphylactic: See Anaphylaxis and 
Allergy 

Shoes isolation of dermatophytes new 
procedure for use in presence of sapro 
phytic fungi, especially in mixed cultures 
and from leather, *481 

Silver, treatment of varicose ulcers’ with 
silver-coated adhesive tape, *507 

Silverberg, M. G.: Telangiectasia of tip of 
nose (rosacea; lupus’ erythematosus’), 
148 

Singer, A. G., Jr.: Intrahepatic obstructive 
jaundice due to neoarsphenamine; in- 
effectiveness of therapy, *620 

Skeleton: See Bones 

Skin: See also Dermatology 
Abnormalities: See Atrophy; 

Defect; Pigmentation; ete. 
amyloidosis of, 49 
Atrophy: See Atrophy 
Cancer: See Cancer; 

coma ; etc. 
course in histopathology of, 47 
cutis rhomboidalis nuchae, 297, 388 
diffusion of water through dead plantar, 
palmar and torsal human skin and 

through toe nails, *39 
Diseases: See also Dermatitis; and under 

names of diseases, as Eczema; Herpes; 

Mycosis; etc.; and under names of plants 

and drugs, as Penicillin; ete. 
diseases; dermatologic problems in tropical 

theaters, 45 
diseases; Hand-Schiiller-Christian disease 

with cutaneous manifestations, 139 
diseases; incidence of dermatoses in office 

practice in Hawaii, *6 
diseases; necrobiosis lipoidica, 514, 522 
diseases; necrobiosis lipoidica; case for 

diagnosis, 514 
diseases; necrobiosis lipoidica diabeticorum, 

62, 156, 515 
diseases; penicillin ointment in treatment 

of some infections of skin, *226 
diseases; penicillin in topical treatment of 

pyogenic infections of skin; clinical and 

laboratory observations, *234 


dermatitis 
roentgen 


Lichen planus; case for diag- 


Ectodermal 


Epithelioma; Sar- 
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Skin-—- Continued 
diseases; reactions of hemopoietic system 
to agents used in treatment of dermatoses ; 
effects of low voltage roentgen ray ther- 
apy, *1 
diseases ; 
513 
diseases; treatment in tropics, 647 
diseases; tyrothricin in cutaneous 
tions, *20, 291 
diseases ; tyrothricin in treatment, *498 
Gangrene: See Gangrene 
grafting, experimental study on absorption 
of amyloid in localized amyloidosis by, 
Hemorrhage: See Purpura 
Inflammation: See Dermatitis 
permeability; differential roles of layers 
of human epigastric skin on diffusion 
rate of water, 292 
permeability rate of insensible perspira- 
tion (diffusion of water) locally through 
living and through dead human skin, 292 
Pigmentation: See under Pigmentation 
Syphilis: See Syphilids 
Tuberculosis: See Tuberculids ; Tuberculosis 
Tumors: See under Tumors 
Ulcers: See Ulcers 
Smallpox, false positive serologic reactions 
for syphilis with reference to those due 
to smallpox vaccinations (vaccinia), 646 
Soaps: See also Detergents 
dermatitis due to, 411 
Therapy: See Scabies 
Societies, American Academy of Dermatology 
and Syphilology, 277 


spring and summer dermatoses, 


infec- 


Society TRANSACTIONS: 

Brooklyn Dermatological Society, 298 

Chicago Dermatological Society, 188, 540 

Cleveland Dermatological Society, 69 

Detroit Dermatological Society, 402 

Hawaii Dermatological Society, 48, 658 

Los Angeles Dermatological Society, 58, 151, 
428, 533 

Manhattan Dermatological Society, 163, 

Metropolitan Dermatological Society, 
399 

Minnesota Dermatological Society, 75, 514 

New England Dermatological Society, 174 

New York Academy of Medicine, Section 
of Dermatology and Syphilis, 140, 521, 


New York 
413, 667 

Philadelphia Dermatological 
389, 551, 663 

San Francisco Dermatological Society, 301 


Dermatological Society, 204, 


Society, 64, 


Soda water; persistent contact dermatitis, 407 
Sodium Penicillin: See Impetigo 
Spectacles: See Glasses 
Spiegler-Fendt Sarcoid: See Sarcoidosis 
Spinal Cord; metastatic melanoblastoma, 72 
Spinal Fluid: See Cerebrospinal Fluid 
Sporotrichosis, 55 
with radiate formation in tissue; report 
of case, *253 
Staphylococci; penicillin in topical  treat- 
ment of pyogenic infections of skin: 
clinical and laboratory observations, *234 
treatment of severe pustular dermatoses 
and staphylococcic septicemia by oral 
administration of penicillin, *128 
Stevens, R. H.: Late effects of scalping, 402 


Stevens-Johnson Disease : See Erythema 
multiforme 
Stomach; primary systemic amyloidosis of 


alimentary tract, 510 
Stomatitis, 186 

aphthous; cheilitis from local use of peni- 
cillin solution in mouth; report of case, 
*133 

recurring, 418 

triple symptom complex of Behcet, 147 

Vincent’s: See Fusospirochetosis 
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Stout, A. P.: Gross pathology of cutaneous 
cancer, *597 
Stout, K. L.: Chronic dermatophytosis of 
feet and erythema annulare of face and 
neck, 429 
Erythema annulare centrifugum, 59 
Follicular type of seborrheic dermatitis; 
ease for diagnosis, 538 
Ulerythema acneiforme; case for diagnosis, 
60 
Strauch, J. H.: Acquired generalized anhi- 
drosis with localized hyperhidrosis, 70 
Epidermolysis bullosa, 72 
Metastatic melanoblastoma, 
Strawberry Nevi: See Angioma 
Streptococci: See also Erysipelas 
hemolytic; erythema streptogenes, *107 
Streptotrichosis or dermatitis factitia, 167 
Strickler, A.: Treatment of tinea capitis 
with special iodine and dilute acetic acid; 
preliminary report of results, *454 
Stubenrauch, C. H., Jr.: Dermatitis due to 
nail coating, 200 
Favus, 544 
Sulfadiazine: See Pemphigus; Sulfonamides 
Sulfathiazole: See Sulfonamides 
Sulfonamides; clinical study of sensitivity to 
sulfathiazole, 509 
dermatitis following local application of 
sulfanilamide, 137 
evaluation of sulfonamide ointment bases, 


72 


fixed sulfathiazole eruption of unusual 
distribution, *125 
Therapy: See Fusospirochetosis; Impetigo; 
Pemphigus; Skin, diseases; Syphilis; etc. 
Sunburn: See Light, toxicity p 
Surgeon, cutaneous cancer from surgeon's 
point of view, *573 
Sutton’s Disease: See Vitiligo 
Swarts, W. B.: Acute idiopathic circum- 
scribed cutaneous gangrene; report- of 
2 cases, *477 
Swartz, J. H.: Chronic lymphangitis of 
lower lip, 174 
Tuberous sclerosis, 178 
Sweat, differential roles of layers of human 
epigastric skin on diffusion rate of 
water, 292 
diffusion of water through dead plantar, 
palmar and torsal human skin and 
through toe nails, *39 
rate of insensible perspiration (diffusion 
of water) locally through living and 
through dead human skin, 292 
Sweat Glands; acquired generalized anhi- 
drosis with localized hyperhidrosis, 70 
congenital ectodermal dysplasia of anhi- 
drotic type, 297, 388 
general acquired anhidrosis, 292 
hydrocystoma, 416 
treatment of dermatophytosis and hyper- 
hidrosis with formaldehyde and cupric 
sulfate iontophoresis, *34 
Sweitzer, S. E.: Bullous eruption; case for 
diagnosis, 77 
Dermatitis herpetiformis, 77 
Morphea, 78 
Nevus unius lateris, 77 
Sycosis vulgaris of ten years’ duration, 671 
Syphilids, pustuloulcerative (frambesiform), 


Syphilis: See also Neurosyphilis; Syphilids ; 
and under names of organs, regions and 
diseases, as Cardiovascular Diseases; 
Meninges; Throat; etc. 

bismuth therapy in jaundice during anti- 
syphilitic treatment, 46 

blood and spinal fluid tests in malarial 
patients, 294 

case for diagnosis, 195 

comparative study of Gaehtgens’ pallida 
reaction with Wassermann and Kahn 
reactions, 46 

congenital bone lesions in infants and 
adolescents, 386 
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Syphilis—Continued 
control in pregnant women under care of 
general practitioner, 295 
early rapid plan for treatment for office 
practice, 45 
effect of malaria on serologic tests for, 510 
experimental; local chemical prophylaxis 
with phenyl arsenoxides, 45 
false positive serologic reactions with 
reference to those due to smallpox 
vaccinations (vaccinia), 646 
Hereditary: See Syphilis, congenital 
influence of malaria on Kline and com- 
plement fixation (Wassermann) _ tests 
for, 386 
intensive treatment and observations on 
serologic reactions, 137 
late; case for diagnosis, 155 
late cutaneous (gumma) with negative sero- 
logic reactions, 55 
late, penicillin in, 646 
optimal zone reaction in diagnosis and 
treatment, *633 
penicillin in gonorrhea and syphilis, 650 
penicillin; progress report based on 1,455 
cases treated at National Naval Medical 
Center, Bethesda, Maryland, 513 
pityriasis-rosea-like, lichen-planus-like erup- 
tion following antisyphilitic therapy 
ease for diagnosis, 658 
secondary ; condyloma latum in nostrils, 655 
secondary; resembling pityriasis rosea, 529 
sedimentation rate in, 387 
serodiagnosis, verification tests in, 510 
syphilitic verruciform melanoleukoderma: 
case for diagnosis, 533 
tertiary, 425 
tertiary; scrofulous gummas, 548 
time-dose relationship of penicillin ther- 
apy, 647 
treatment of congenital and of acquired 
syphilis in infants and in children by 
penicillin, *625 
ulcerative late syphilis of throat (good 
ne from treatment with penicillin) 
od 
with amyotrophic lateral sclerosis, 535 
Syphiloderm: See Syphilids 
Syphiloid, Jacquet  posterosive: xanthoma 
tuberosum; keloid, 669 
Syphilology; American Board of Dermatol- 
ogy and Syphilology; change in date of 
examination, 47 
Syphiloma: See Syphilis, tertiary 
Syringomyelia, 2 cases of Morvan’s syn- 
drome of uncertain cause (differentia- 
tion from syringomyelia), 293 


T. E. T. M. S.: See under Scabies 
Tabes Dorsalis: See also Neurosyphilis 
Charcot joint of right ankle, 538 
penicillin for neurosyphilis, 383 
Tar; contact dermatitis due to frequent con- 
tact with thinner, 405 
Teaching: See Education 
Teeth; therapeutic effectiveness of penicillin 
in treatment of Vincent’s stomatitis and 
its failure to influence favorably certain 
other medical conditions, 511 
Telangiectasia: See also Purpura annularis 
telangiectodes 
of tip of nose (rosacea) ; lupus erythemato- 
sus’), 148 
poikiloderma atrophicans vasculare Jacobi; 
cutaneous changes typical of this dis- 
ease in patient with late meningovascular 
neurosyphilis, *333 
purpura annularis telangiectodes, 552 
Test, A. R.: Epidermolysis bullosa simplex 
of hands and feet: genetic study of 
hereditary type, *610 
Tetmosol: See Scabies 
Theophylline ethylenediamine as antipruritic 
agent; preliminary report, *281 
Thigh: See also Legs 
recurrent, fixed erysipelas-like dermato- 
phytid, *10 
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Thinner, contact dermatitis due to frequent 
contact with, 405 
Thomas, C. C.: Case for diagnosis, 64 
Multiple hemorrhagic sarcoma of Kaposi; 
granuloma pyogenicum; case for diag- 
nosis, 67 
Multiple neurofibromatosis with sarcoma 
(now excised), 396 
Tuberculosis cutis; lupus vulgaris; inac- 
tive osseous tuberculosis, 66 
Urticaria pigmentosa, 555 
Thorax, lupus erythematosus of eyelids, 
chest and neck, 150 
Throat: ulcerative late syphilis of throat 
(good results from treatment with peni- 
cillin), 59 
Thrombocytopenia: See Purpura 
Thrombosis, multiple, or Bazin’s disease, 164 
Ticks: See Tularemia 
Tieche’s Disease: See Pigmentation 
Timothy Pollen: See Pollen 
Tinea: See also Ringworm 
Capitis: See Ringworm 
Favosa: See Favus 
Imbricata: See Ringworm 
versicolor: erythrose pigmentaire péribuc- 
cale (Brocq); early rhinophyma, 67 
versicolor; pityriasis rosea with leukoderma, 
520 
Tissue: See also Cells 
sporotrichosis with radiate formation in; 
report of case, *253 
Toe Nails: See Nails 
Tokelau: See under Ringworm 
Tongue, fixed sulfathiazole eruption of un- 
usual distribution, *125 
glossitis rhombica mediana? 518 
Torrey, F. A.: Sarcoidosis; case for diag- 
nosis, 301 
Tuberculosis of skin, 301 
Toxicodermas: See Dermatitis, venenata 
Traub, E. F.: Cutaneous cancer from stand- 
point of dermatologist, *563 
Dermatitis medicamentosa; case for diag- 
nosis, 424 
Dermatitis venenata from rubber gloves, 205 
Granuloma annulare with lesions limited 
to face and resembling basal cell epitheli- 
omas, 523 
Psoriasis beginning in infancy, 209 
Trench Foot: See Foot 
Treponema Pallidum: See Syphilis 
Treponematosis: See Frambesia; Syphilis 
Trichomalacia: See under Hair 
Trichophytin: See Dermatitis herpetiformis ; 
Mycosis, cutaneous 
Trichotillomania: See under Hair 
Trinitrotoluene: See Nitrotoluene 
Tropical Medicine: See also under names of 
tropical diseases, as Ulcers, tropical; etc. 
atypical miliaria, 52 
dermatologic problems in tropical theaters, 
45 


management of chancroid in_ tropical 
theaters, 294 
tokelau in Gautemala, *243 
treatment of skin diseases in tropics, 647 
Tropics; contact poison plants in Old World 
tropics, 647 
Tuberculids: See also under Tuberculosis 
ecthyma terebrant (rare form of tubercu- 
lid), 512 
micropapular, in Negro, *372 
miliary papular, 519 
papulonecrotic or lupus erythematosus, 74 
rosacea-like, of Lewandowsky; tubercu- 
losis miliaris faciei, 63 
tuberculoderma; case for diagnosis, 668 
Tuberculin: See under Tuberculosis 
Tuberculoderm: See Tuberculids 
Tuberculosis: See also Tuberculids; and 
under names of diseases, organs and 
regions, as Mouth; ete. 
cutis; lupus vulgaris; inactive osseous 
tuberculosis, 66 
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Tuberculosis- Continued 
lichenoides ; lichen scrofulosis, 660 
luposa or sarcoidosis of cheeks and fore- 
head, 179 
miliaris faciei; rosacea-like  tuberculid 
of Lewandowsky, 63 
of skin, 301 
scrofulous gummas, 548 
verrucosa cutis; case for diagnosis, 428 
Tularemia, latent; fleld study in rodents with 
list of all known naturally infected 
vertebrates, 648 
treatment with intravenous bismuth  sodi- 
um tartrate, 509 
Tumors: See also Angiosarcoma; Cancer: 


Epithelioma; Fibroma; Fibrosarcoma; 
Granuloma ; Hemangioendothelioma ; Hem- 
angiofibroma; Hemangioma; Hemangi- 


opericytoma: Lymphoblastoma; Melano- 
blastoma; Melanocarcinoma; Melanoma: 
Neurofibroma; Osteoma; Sarcoma; and 
under names of organs and regions 
lymphadenosis benigna cutis; clinical and 
pathologic study, 296, 386 
Turpentine, tattoo-like staining following 
occupational dermatitis, 407 
Twining, H. E.: Case for diagnosis, 555 
Fungous disease; lupus erythematosus: 
case for diagnosis, 68 
Lupus erythematosus or seborrheic derma- 
titis, 551 
Twins, acne indurata in identical twins treated 
by penicillin, *232 
alopecia areata in, 193 
Tyrothricin: See Skin, diseases 


Ulcers: See also Varicose Veins: and under 
names of organs and regions 
arteriosclerotic, of leg, 397 


arteriosclerotic, with scleroderma-like 
changes; ergotism; case for diagnosis, 
397 
39 


cavernous meningioma with ulceration, 141 
microaerophilic; case for diagnosis, 419 
morphea-like basal cell epithelioma with 
ulceration, 52 
of leg (trophic: factitial; arteriosclerotic; 
traumatic?), 397 
Peptic: See Peptic Ulcer 
psoriasis ; roentgen ray dermatitis of groins, 
scrotum and scalp; roentgen ray ulcer of 
perineal area, 527 
(frambesiform) syphilid, 
treatment of post-irradiational ulcers by 
radon ointment, 386 
Tropical: See also Fusopirochetosis 
tropical, 53 
Varicose: See Varicose Veins 
Ulerythema acneiforme ; case for diagnosis, 60 
United States Public Health Service: See 
Public Health 
Urethra; keratosis blennorrhagica; re- 
sponse to penicillin, *278 
Urticaria due to trinitrotoluene, *134 
pigmentosa, 190, 555 
treatment with synthetic vitamin K, 5 
Uterus; chloasma uterinum, 58 


~ 


Vaccination: See Smallpox 
Vaccinia: See Smallpox 
Van Rhee, G.: Contact dermatitis caused by 
zine chromate paint, 403 
Contact dermatitis due to frequent contact 
with thinner, 405 
Varicose Ulcers: See Varicose Veins 
Varicose Veins; treatment of varicose 
ulcers with silver-coated adhesive tape, 
*507 
Variola: See Smallpox 
Veins: See Thrombosis 
Varicose: See Varicose Veins 
Venereal Diseases: See Chancroid; Gonorrhea ; 
Neurosyphilis ; Syphilis; ete. 
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Verruca; electrosurgical removal of plantar 
warts (loop treatment), *496 
epidermodysplasia verruciformis, 421 
epidermolysis bullosa with palmar = and 
plantar keratosis and verrucous lesions 
at sites of previous lesions, 517 
plana juvenilis, 298 
unusual case of warts, *604 
Vesication, bullous dermatitis (dermatitis 
medicamentosa) from penicillin, 294 
bullous eruption ; case for diagnosis, 77, 197 
erythema multiforme bullosum; case for 
diagnosis, 549 
Vincent’s Disease: See Fusospirochetosis 
Viruses: See under Lymphogranuloma Ven- 
ereum; etc. 
Vitamins: See also Nicotinic Acid 
A: arsenical keratoses disappearing with 
vitamin A therapy, 154 
A deficiency or lichen scrofulosus, 554 
A deficiency producing follicular hyper- 
keratosis, 392 
A: familial benign chronic pemphigus, *119 
avitaminosis; neurogenic dermatitis, 553 
avitaminosis or pityriasis rubra pilaris, 
K, synthetic, treatment of urticaria, 511] 
P-P: See Nicotinic Acid 
Vitiligo; pityriasis rosea (tinea versicolor?) 
with leukoderma, 520 
syphilitic verruciform 
case for diagnosis, 533 
treatment with intradermal administration 
of gold, 297, 388 


6s 


melanoleukoderma ; 


Wachtel, J Immunization therapy for lichen 
planus, *355 

Waisman, M.: Penicillin in topical treatment 
of pyogenic infections of skin clinical 
and laboratory observations, *234 

Recurrent, fixed erysipelas-like dermato- 

phytid, *10 

Wakefield, R. F.: Localized scleroderma ; 
case for diagnosis, 537 

War: See Military Medicine; Naval Medicine ; 


Warts: See Verruca 
Wassermann Reaction: See also under Syph- 
ilis 
comparative study of Gaehtgens’ pallida 
reaction with Wassermann and Kahn 
reactions, 46 
Water, differential roles of layers of human 
epigastric skin on diffusion rate of, 292 
diffusion through dead plantar, palmar 
and torsal human skin and through toe 
nails, *39 
rate of insensible perspiration (diffusion of 
water) locally through living and through 
dead human skin, 292 
Watkins, C.: Treatment of congenital and of 
acquired syphilis in infants and in chil- 
dren by penicillin, *625 
Watkins, CC. A Urticaria due to trinitro- 
toluene, *134 
Weber, L. F.: Dermatitis due to nail coating, 
200 
Favus, 544 
Weber-Christian Disease: See Panniculitis 
Weber-Rendu-Osler’s Disease: See Telan- 
giectasia 
Webster, J. P.: Cutaneous cancer from sur- 
geons’ point of view, *573 
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Weidman, F. D Dermatophytosis and other 
forms of intertriginous dermatitis of feet: 
comparison of therapeutic methods, *213 

Eosinophilic granuloma; case for diagnosis, 
=4 


55 
Pemphigus; apparently favorable response 
to sulfadiazine therapy, 398 
Weisberg, A Erythema exudativum multi- 
forme, *99 
Weiss, R. S.: 
cillin, *365 
Penicillin ointment in treatment of some 
infections of skin, *226 
Welton, D. G.: Epithelioma; report on 1,742 
treated patients, *307 
Wetting Agents: See Detergents 
Wheal: See Urticaria 
Whelan, S&.: Exfoliative dermatitis pre- 
mycotic mycosis fungoides; case for 
diagnosis, 66 
White, C. J.: Erythema multiforme bullosum ; 
case for diagnosis, 549 
White Spot Disease: See Scleroderma 
Wilson, J. F Tinea capitis, cured with local 
applications, 389 
Tinea capitis, partly cured twice with local 
applications and now resistant to treat- 
ment, 389 
Winer, L. H.: Chronic lupus erythematosus 
with reticulation of forearms, 78 
Winsor, T.: Diffusion of water through dead 
plantar, palmar and torsal human skin 
and through toe nails, *39 
Wise, F.: Acrodermatitis chronica atrophi- 
cans with angiosarcomas, 423 
Dermatitis herpetiformis, 205 
Dermatitis herpetiformis; impetigo herpeti- 
formis; case for diagnosis, 207 
Erythema multiforme, 676 
Extensive lupus vulgaris, 675 
Hemangiopericytoma, 672 
Lichen chronicus simplex with nodular 
growths; case for diagnosis, 673 
Sarcoid or leprosy, 670 
Tuberculoderma: case for diagnosis, 668 
Witherspoon, F. G.: Exfoliative dermatitis 
associated with amebic dysentery, *506 
Wolf, J Subacute disseminated lupus ery- 
thematosus, 172 
Wollenberg, R. A. C.: 
matitis, 407 
Wood's Light: See Fluorescence 
Wounds, infected pyoderma in, 139 
Wright, C. S.: Avitaminosis; pityriasis rubra 
pilaris: case for diagnosis, 68 


Epidermal sensitivity to peni- 


Persistent contact der- 


Lichen scrofulosus or vitamin A deficiency, 


55 
Purpura annularis telangiectodes, 552 
Scleroderma, generalized progressive, 393 


Xanthoma, juvenile (nevoxanthoendotheli- 
oma of McDonagh), 198 
tuberosum; keloid: Jacquet 

syphiloid, 669 
Xanthomatosis: See Schiiller-Christian Syn- 
drome; Xanthoma 
Xeroderma pigmentosum, 302 
Vigmentosum; case for diagnosis, 1 
X-Rays: See Roentgen Rays 


posterosive 


72, 202 


Yaws: See Frambesia 
Zinc chromate paint, contact dermatitis 
caused by, 403 
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fact 


On Heands jae 


Breck pH?7Z7 Protective Cream 


Breck pH7 Protective Cream is an easier way to protect the hands at work. This 
cream covers the skin like a film and shields it from dirt. After work mild soap and 
water or Breck Hand Cleaner removes Breck pH7 Protective Cream. The harsh 
cleansing agents sometimes used to remove grease, paint, ink, dirt and grime from 
the skin may help cause the skin irritation known as industrial dermatitis. The use 
of Breck pH7 Protective Cream makes it unnecessary to use turpentine, alcohol, and 
gasoline after the day’s work. Breck pH7 Protective Cream is pleasant to use and 
vanishes as soon as it is applied. It is mild enough to be used on the face and arms. 


ss H BRECK INC - MANUFACTURING CHEMISTS - SPRINGFIELD 3 MASSACHUSETTS 
CANADIAN ADDRESS . 47 CLARENCE STREET - OTTAWA 
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ee eFor the careful woman who shuns chemical depilatories because of its 
possible dangers and offensive odors. 

e ee the discriminating woman who avoids shaving because she detests “razor 
stubble.” 

- « @ or the cautious woman who is unduly worried that removing unwanted 
hair will make it grow back coarser and heavier. 


SIP Treatments are a PRACTICAL solution 


as a bland wax-like compound, totally free 3S 4 Treatments give freedom from unwanted 
from dangerous and ill-smelling chem- hair from 4 to 6 weeks, varying with indi- 
icals. It is NOT a chemical depilatory. vidual hair growth. It will NOT make 

the hair grow back coarser and heavier. 


Si helps remove hair, safely and swiftly, 
by “Stripping” hair from above and Sip Proud and Happy to be the first 
below the skin surface, leaving skin product of its kind to be accepted for 


clean and smooth, without any bristly advertising in publications of the 
hair stubbles. American Medical Association. 


Sng Epilating Treatments at the Finer Beauty Salons from Coast to Coast. 


ADVERTISED 
AMERICAN MEDICAL 
ASSOCIATION 
PUBLICATIONS 


4] 
COSMETIC 
EPILATOR 


Division of Gayla Cosmetics, = 
Pittsfield Building, Chicago 3, Illinois 
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STUDIES reveal that ap- 
ximately thirt cent of 

the M ana eme nt ayphilitic 
ties in the spinal fluid during initial 
examinations, without displaying clin- 

0 of A symptomatic ical symptoms of cerebrospinal in- 
volvement. Although adequate rou- 

tine treatment of early syphilis will 


a ™ P. a retic prevent the appearance of abnormal- 


ities in most cases, the use of Trypars- 


amide Merck combined with adju- 


vant therapy, e. g., hyperthermy or 
N R 0) YP H L penicillin, is suggested in resistant 
cases. 

In incipient cases of dementia para- 
lytica, the use of Tryparsamide Merck, 
combined with other appropriate forms 
of therapy, i is known to produce vary- 
ing degrees of symptomatic improve- 
ment. While favorable results may not 
be expected in more advanced cases 
of general paresis or tabes dorsalis, 
when treatment is begun sufficiently 
early and continued over a long per- 
iod of time, Tryparsamide Merck may 
arrest deterioration and contribute to 
the prolongation of life. 


The effectiveness of Tryparsamide 
Merck in the treatment of resistant 
cases of neurosyphilis probably is due 
to its unusual capacity to penetrate 
the meningovascular barrier..of the 
central nervous system. 


/ RECOMMENDED METHODS OF OBTAINING 
SPINAL FLUID 


Diagrammatic Sketch 
Showing 
Lumbar Puncture 


COUNCIL 
An outstandiag — 


ACCEPTLD 


therapeutic agent 


in neurosyphilis~ 


| 


‘ | wing 
Cisternal Puncture 
/ | 4 
Mi 
MERCK 
Re K MERCK & CO.., Inc. Manufacturing Chemists RAHWAY, N. Jj. 


_— Your Hands Are Your 


Best Instruments 


* 


vd IVE CREME or SKIN Ol 
Superfatted BASIS SOA 
will keep your skin smooth 


free from seasonal irritation 


Available at prescription pharmacies 


DUKE LABORATORIES, ING, 


Nivea, Basis Soap, Reg. U. S. Pat. Off. 
Made by the makers of Elastoplast, elastic adhesive for support and compressi 


Glandular ANESTHESIA & 
Physiology 


An 
Outline 
Therap Y Handbooi 
1942 EDITION 


Growth Hormone — Gonadotropins of 
Anterior Lobe of Pituitary 

The Antihormones 

The Estrogenic Substances 

Corpus Luteum Hormone 


By the Subcommittee on Anesthesia of 
the National Research Council. Copiously 
illustrated with charts, drawings, hal/- 


Ovaries Dysfunctions and Their Treat- tones; written in simple, readable style. 
men 
Physiology of the Testis 8 CHAPTERS and APPENDIXES 


Function of the Adrenal Cortex 
Hormone Assays 

Thyroid Dysfunctions 

The Parathyroid 


Records 

Physiologic Considerations 
Pharmacologic Considerations 
General Anesthesia 


@ Prepared under the auspices of Local Anesthesia 
the Council on Pharmacy and Chem- 
istry. A Journal A. M. A. series now Special Technics 
in book form, 571 pages. Flexible Complications 
binding. Appendixes 


Postpaid, $2.50 231 Pages . Well Indexed . 6x9 . Cloth . $2.50 


AMERICAN MEDICAL ASSOCIATION 535N. Dearborn St., Chicago 10, IMlinois 
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Better cleansing in acne vulgaris was successfully attained when Acidolate—replace- 
ment for soap—was used as the skin cleansing agent in over 400 acne vulgaris patients 
during a period of four years.' 


Acidolate, 


the original and only sulfated-oil detergent with a background of extensive 


clinical research, offers the following advantages as a skin cleanser in acne vulgaris: — 


. Achieves thorough and better cleansing by gentle massage instead of harsh scrubbing. 


2. Removes excess sebum as well as other fatty materials and loosens epithelial debris. 


3. Seems to lessen formation of new comedones and facilitates removal of those that 


do form. 


. The acidity of Acidolate (pH 6.25) approximates that of normal skin and does not 


change the protective action of sweat. 


. Renders the skin receptive to the action of prescribed therapeutic agents. 


. Insures the patient's cooperation because of early, favorable response to the '* Acidolate 


Massage”’ cleansing technique. 


. Contains no alkalis, no irritating fatty acids of low molecular weight and no allergenic 


substances. 
Water miscible, Acidolate rinses off readily with hot or cold, hard or soft water. 


Printed instruction sheets for use of Acidolate by acne 
vulgaris patients available to physicians on request. 


Other indications: When Soap is contraindicated, as in dermatitis venenata, eczema, 
seborrhea, etc.; when soap is inadequate as in removing residual ointments. 


Supplied in 


LITERATURE AND SAMPLE ON REQUEST 


8 oz. and gallon bottles Distributed for NATIONAL OIL PRODUCTS CO. by 


1. Swartz, J. H.. and Blank. I. H.: 
J.A.M.A., 125:30 (May 6), 1944. Harrison, New sorsey ate 


RARE CHEMICALS, INC. 


“Acidolate’’ Reg. U. S. Pat. Of. 
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Jupiter’s Headache 


Neves before had JUPITER suffered 
with such a headache. In desperation 
he summoned the gods to Olympus 
and tried the remedies they suggested 
but without relief. Unable longer 
to bear the racking pain, he commanded 
his son VULCAN to cleave his head with 
an axe. Swish! the axe fell and out 
of JUPITER’S head stepped MINERVA, 
goddess of wisdom, fully grown, clad 
in shining armor, and chanting a 
pean of victory. JUPITER, apparently, 
had an IDEA. 

* * * * 


We, too, about 10 years had an idea for a 
better method of cleaning the skin. CREAM 
OF SOAP* is that method, and with it, in- 
expert hands can make the skin clean— 
quickly, thoroughly, harmlessly. There is 
no lather to develop. CREAM OF SOAP* 
is already in colloidal solution. It adsorbs 
the surface soil when rubbed on the skin, 
then rinses off completely with cold, hot, 
soft or hard water. CREAM OF SOAP* is 
neutral, has no perceptible chemical action 
on the skin surface, and can be safely used 
even when the skin is sensitive, irritated or 
disturbed. Samples gladly sent on request. 
Personal Luxuries Co., 55 West 16th St., 
New York 11, N. Y. 


For 


clean scalp. 


pe HAVE undoubtedly told 
many of your patients that 
a clean scalp is as important as 
clean hands...that a healthy 
scalp has much to do with a 
healthy skin, particularly the 
skin of the face. 

Perhaps you have recom- 
mended the use of Packers Tar 
Soap. As a gentle, pleasant and 
dependable cleansing agent for 
the scalp and hair, Packers has 
won the approval of many 
dermatologists. 

Packers also offers the ad- 
vantage of economy. Shampoos 
with this famous cake soap 
average less than a penny— 
about one-fourth the cost of 
bottled shampoos. 


PACKERS TAR SOAP, INC. | 
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causative 
contributing 
factor? 


TS allergic cases, cosmetics may cause acute disturbances. 
Irritation of the sinuses, nasal and bronchial passages may be 


increased by sensitivity to cosmetic allergens. 


Marcelle hypo-allergenic Cosmetics are formulated for your allergic 
patients. Known allergens have been omitted or reduced to tenable 
minimums. Because of constant research and skilled care in the 
production of Marcelle hypo-allergenic Cosmetics, they 
are widely prescribed by physicians. Write for formu- 
lary booklet and professional samples. 


Acceptable for advertising in publications of 
the American Medical Association for 14 years. 


MARCELLE COSMETICS, INC. 


1741 N. WESTERN AVENUE © CHICAGO 47, ILLINOIS 
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Ty Pica ARTI 


Symposium on Burns frog 


Industrial hazards and occupational disorders mean loss in time, ford Circus Disaster 
well being and money to both management and labor. The highly Neuroses of Peace and of} 
geared industrial life in this country demands practically all the Actual Causes of Certain 


resources known to medical science. Thus it is, that few physicians ‘id 
Effects of Electrical 


today can afford to overlook the need for special study of the Pattee Maina 


medical requirements of industrial workers. System 
Medicolegal Aspects of 


Exposure to Roentgen & 


OCCUPATIONAL 
MEDICINE 


The New Special Journal of the American Medical Association 


brings to general physician, specialist, to part-time plant phy- 


sician or full-time medical administrator the new and 
significant developments in this field. In its 
pages are published results of many 
phases of researches affecting occupa- 
tions, new investigations in person- 
nel psychiatry and psychology, mass 
technics in roentgenology in detection 
of tuberculosis, ete. Through original 
articles, abstracts of current literature, 
news, book reviews, editorials and top- 
ical reviews, OCCUPATIONAL MEDI. 
CINE contributes richly to solutions of the 
many problems of medicine in industry. By 


channeling this information throughout the pro- 


9 

fession, it promotes an improved medical ser- on, ® 
viee distribution to the employed American. 

SIGN AND RETURN THIS COUPON 

AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn Street + Chicago 10 
sentlemen : Address. . 
{ wish to subscribe to OCCUPATIONAL MEDICINE. : 
Begin my subscription with the current issue. I understand 


hhat the subscription price is $6.00 a year, and that you 
will later send me a bill for that amount. State .. 


Radioactive Substances 
a 
Tuberculosis in Industry 
Viewpoint of the Phy 
Industry 
e 
yor 
po ot 
4 


LRTI 
from 
ter 


and of ¥ 


Certair 


al Injen 
ce to 


of 


ntgen 
tances 


idustry 4 
ne Phys 


LOWILA 
* (Jake 


LOWILA 
* Liguid 


COMPLETELY SOAPLESS, LATHERING DETERGENT. 
CLEANS AS EFFECTIVELY AS SOAP WITHOUT 
ITS IRRITATION. CONVENIENT AND ECONOMICAL, 
SOAP-SHY PATIENTS WILL APPRECIATE... 


for SKIN CLEANS- 
ING, bath, hands, 
face, shaving, gen- 
eral toilet. 


for HOUSEHOLD 
CLEANING, laun- 
dering, dishwash- 
ing, windows, etc. 


Write for Sample and Literature 


PHARMACAL CORP. 


468 DEWITT STREET 
BUFFALO 13, N, Y. 


*Trademark Reg 
U.S. Pat. Off. 


j 
i 
O 
| 
| 
: 
| 


In the treatment of PRURITUS ANI and VAGINAE 
and MYCOTIC INFECTIONS 


R Unguentum I S O * PA R 


(Trade Mark ISO-PAR Reg. U. S. Pat. Office) 


While pruritus may be due to a variety of causes, mycotic, 
secondary infection from scratching, neurosis, hemorrhoids, yet 
Unguentum ISO-PAR with its 


STIMULATING, LOCAL ANESTHETIC, BACTERICIDAL, FUNGICIDAL 


effect is curative in a very fair proportion of cases. Unguentum 
ISO-PAR is above average in its effect on MYCOTIC INFEC. 
TIONS of the HANDS and FEET, particularly in old chronic 
cases, and is of definite value in the treatment of ECZEMAS 
of the EAR. 


Unguentum ISO-PAR has as its active ingredient 17% Iso-Par (14 parts Iso-Paraffinic 
Acids, C-C*, Av. Mol. Wt. 174, modified by 3 parts Mixed Amine Salts, principally 
2-Hydroxy-5-Iso-Octyl-N, N-Dimethyl Benzylamine Salts of Iso-Paraffinic Acids, i. e., 
Iso-Octyl-Hydroxy-Benzyl-Dimethyl-Ammonium-Iso-Paraffinate), held in suspension in a 
base consisting of Cety] Alcohol, Beeswax, Titanium Dioxide, Lanolin, Petrolatum and 
Essential Oils. 


U. S. Patent No. 2,262,720. 


Available on prescription in half-ounce and one-ounce containers 
and to Physicians and Clinics in four-ounce and one-pound jars. 


+ Descriptive circular available to physicians on request. 


MEDICAL CHEMICALS, INC. 
406 E. Water Street 
Baltimore 2, Maryland 
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Association to stimulate research and to disseminate knowledge in these departments of 


= HE ARCHIVEs oF DERMATOLOGY AND SyPHILOLOGY is published by the American Medical 


medicine. 


Manuscripts for publication, books for review and correspondence relating to the editorial 
nagement should be sent to Dr. Howard Fox, Chief Editor, 140 East Fifty-Fourth Street, 
w York 22, or to any other member of the Editorial Board. Communications regarding sub- 
iptions, reprints, etc., should be addressed, Arcuives or DERMATOLOGY AND SyYPHILOLOGY, 
nerican Medical Association, 535 North Dearborn Street, Chicago 10. 
\rticles are accepted for publication on condition that they are contributed solely to the 
HIVES OF DERMATOLOGY AND SyPHILoLoGy. Manuscripts must be typewritten, preferably 
ble spaced, and the original copy should be submitted. Zinc etchings and halftones will 
supplied by the Association when the original illustrations warrant reproduction and when 
number is not considered excessive. 
footnotes and bibliographies (the latter are used only in exhaustive reviews of the litera- 
should conform to the style of the Quarterly Cumulative Index Medicus. This requires, 
order given: name of author, title of article and name of periodical, with volume, page, 
th—day of month if the journal appears weekly—and year. 
Matter appearing in the ARCHIVEs oF DERMATOLOGY AND SYPHILOLOGY is covered by copy- 
t, but as a rule no objection will be made to its reproduction in a reputable medical journal 
per credit is given. However, the reproduction for commercial purposes of articles 
ring In the ARCHIVes oF DERMATOLOGY AND SYPHILOLOGY or in any of the other pub- 
ions issued by the Association will not be permitted. 
The ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY is published monthly. The annual sub- 


scription price (for two volumes) is as follows: domestic, $8.00; Canadian, $8.40; foreign, 


( 


0, including postage. Single copies are 85 cents, postpaid. 
Checks, money orders and drafts should be made payable to the American Medical 
sociation. 


OTHER PERIODICAL PUBLICATIONS 
of the American Medical Association 


THE JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION—Weekly. Covers all the medical sciences 


nd matters of general medical interest. Tllustrated. Annual subscription price (three volumes): domestic, 


0; Canadian, $9.50; foreign, $12.00. Single copies, 25 cents. 
AMERICAN JOURNAL OF DISEASES OF CHILDREN—Monthly. Presents pediatrics as a medical science 
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